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FOREWORD 

The clinics m this \ olume have been contnbuted by fellows 
of the Pacific Coast Surgical Association This association is 
composed of surgeons hving m Cahfomia, Oregon, Washington, 
and British Columbia 

These surgeons realize that what progress this volume may 
show m the science of surgery would be impossible, but for the 
great discovery and tireless effort of one man — Joseph Lister, 
the founder of modem surgery 

As this year is the centennial of his birth they wish gratefully 
to dedicate this n olume as a tribute to his memory in apprecia- 
tion of his inestimable gift to manimd, the far reaching signifi 
cance of which wnll increase with time and endure forever 
Epgar L Gucseest, 
Secretary 

Francisco C-vuroiiNiA 
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CONTRIBUTION BY 
DR EDGAR LORRINGTON GILCREFST 


Universiti of California Hospital 


“LORD LISTER APTD THE RENAISSANCE OF SURGERY” 

TiiE overwhelming magnitude ol Lister’s discovery, and the 
rare nobilitj of his life, make a dual appeal at once fascinating 
and inspiring Only b> studying what is accomplished m the 
span of one great life is U possible to realize how far and how 
fast we have traveled ^lediane, havang sprung from magic, 
nourished in its sw addling clothes on empiricism, finallj took its 
deep and permanent roots in science And it is to pioneers 
like Lister, who unfalteringly helped it creep inch by inch through 
the maze of ignorance and superstition, that we owe our ever 
lasting debt 

The large number of healthy people toda> , and the large num 
ber of old people today are liaang monuments to the discover) of 
Joseph Lister By his pnnciples of antiseptic surger) he has 
sa\ed more h\es than all the conquerors of the world ever 
destro)ed Yet, histor) a]wa)S honors the destrojers of li\es, 
but seldom pa)s tribute to the saviours of mankind 

What IS It that has made the name of Lister a household 
word throughout the cmlized world, and wh) do all nations 
and all creeds unite this year to honor his memory^ Where 
was surger) before the da)s of Lister^ Before him and his il 
lustrious colleague, Pasteur, with whom his name will ever be 
^fTectionatel) assoaated, was gross darkness Plague, pestilence, 
and famine w ere rampant upon the earth It is true that surger) 
had been robbed of most of its pam, and therebi had received its 

JX17 
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first great impetus by the d«sa>\erj of ether anesthesia m 1842 
by CraTsford Long of Georgia of i^hom Amenca should be 
justly proud and of chlotofonn anesthesia m 1847 by Sir James 
Simpson of Edinburgh but on account of the ravages of mfec 
tion few surgeons cared to subinit their patients to surgical 
operations 



Lord L ster 

With the introduction of anesthesia the gnm specter known 
as hospital gangrene loomed larger than ever A picture ever 
vnvad m m> mind was painted b> my father whose reatal of 
his medical student dajs during the preListenan penod de- 
picted the deplorable conditions then prev ailing m the hospitab 
The wards were a pitiable sight filled with patients with flushed 
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faces, parched lips, suffering from septic fever, and often m 
delinum Even the odor of gangrene, which pervaded the entire 
institution, was trying to all who ministered to those suffermg 
from infections How was this infection and gangrene, which 
was daily taking such a large toll in death, to be combatted^ 
This problem was in the minds of all surgeons at this time, 
when Louis Pasteur, of France, often spoken of as “the most 
perfect man who has ever entered the Kingdom of Science, 
appeared on the scene In 1857 he read his epochal paper on 
lactic acid fermentation and on alcoholic fermentation, m which 
he laid the foundation of biologic chemistry and proved that 
spontaneous generation did not exist, as had been believed up 
to that time but that these fermentations were actually due to 
living organisms 

Lister was the first to recognize and appreciate the para- 
mount significance of Pasteur’s discovery of microbic activities, 
and Its direct application to surgery Applying the theories of 
germ life, enunciated by this great chemist, to the principles of 
surgery. Lister established antiseptic pnnaples m operations 
and in the treatment of wounds which was to re\ olutioniae the 
science of surgery, and make “possible the present proud perfec 
tion of this most brilliant of all the arts ” Lister “saw the 
practical importance of the discoveries of Pasteur,” as pointed 
out by Sir Clifford Allbutt, “because he was watching on the 
heights and he was watching there alone ” 

From this day on the dramatic episodes in surgery have cap 
tuated the imagination, and aroused admiration and wonder 
by the saccessfu} victories in the battle against mfectron The 
romance of surgery is so fasanating and at the same time so 
logical, that no thinking person can fail to see at a glance the 
great benefits that ha\e come from it — benefits more priceless 
than all the precious jewels of the world Before the days of 
antiseptic surger> , amputations of hmbs, for example, earned a 
mortalit> rate of 65 per cent compared with 4 5 per cent to 
day Having served m three European wars I realize what this 
means to the wounded soldiers and to the nations at war 
When we reflect that the eminent French surgeon Larry Chief 




CLIXIC OF DR- ROBERT C. COFFEY 
Dr. Robert C. Cotfey Ci-iNac axd Hospital, Portland, Oregon 


CANCER OF THE PELVIC COLON AND RECTUM 

In discussing ideal operations for cancer of the rectum, and 
lower sigmoid colon, one is impressed wth the great variation 
in the e.\tent and location of the patholog>% and the ingenuity 
required to meet these varying conditions. 

Y'hen I first described the radical operation for carcinoma 
of the rectum, in which a permanent colostomy was established, 
superior hemorrhoidal artery tied, the fat in the hollow of the 



sacrum along nith the glands mobilized and pushed down or 
removed, the distal end of the severed sigmoid drarni out through 
the rectum to be removed at a later operation, it was very ap- 
parent this operation could be applied only to a limited group 
of cases of cancer of the rectum, namely, those cases in which 
the growth was located in the ampulla of the rectum proper, and 
was sufiicicntly early to permit the passage of the inverted sig- 
moid through the calibre of the growth. A verj- large group 
lias 






Fig S20 — Carcinoma of sigmoid %Mth contact cancer of ileum, resulting in a 
pathologic ileocolostomy 



\ t -cm e.%,. 


\ 

Fig 521 — Pathologic ileocolostomy resulting from a contact-cancer in\olvc- 
ment of the ileum 
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in ^\h^ch the rectosigmoid is involved, and in which strictures 
takes place very early, must be left out of this class Therefore, 
the radical operation, in ^hich all the cancer-bearing area below 
the promontory of the sacrum must be removed, is not applicable 
in these cases without modification. To meet this condition, the 
operation has later been modified by mobilising the rectum and 


Zar^e ^auze iZfck Drain 
/fuhber Tissue X.. 


Sectional 0^ 

Peritoneal fold. 
^i^'^urroundin^ D/'ain, 



Jni/erted St^mo/d. 


\£a.cral Pat pushed dou/n 
betouf Drain 


Fig 52i — Completed first stage in ad\-anced carcinoma of the rectum, 
Case I\' Rectal tube passed through lumen of grotvth, but ^^ouId not follow 
through 


pelvic fat from the hollow of the sacrum and coccj-x behind, 
and from the bladder and prostate in front, after which the rec- 
tum is severed well below the growth, cut between clamps, and 
the growth removed at the first operation. Another class in 
^\hich the original operation does not apply is that in which the 
growth is located in the rectum proper, but in which the growth 
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IS too far advanced to pemut the inversion of the sigmoid 
through the lumen in the growth There are a number of other 
conditions constantly coming up which make minor changes in 
technic necessary I propose at this time to discuss sev en con 
secutiv e cases as they occurred m my practice for the purpose 
of bringing out these points 

CASE I ‘ 

This patient is a female aged sixty three widow of a physi 
Clan admitted to the Portland Surgical Hospital May 8 1927 
Has been suffering from intestinal obstruction for two weeks 
having gone through the stages of constipation and diarrhea 
pnor to that time For the past week she has had a total 
obstruction despite several drastic doses of physic which she 
has taken Dunng this week she has been vomiting firstyellow 
bile but recently the vomitus is brown thick and of fecal odor 
She IS enonnously distended On attempting to use an enema 
water immediately flows backward without entering the bowel 
The finger does not reach the growth Proctoscope shows the 
obstruction about 12 mches above the anus Inasmuch as 
the patient was constantly vomiting and fluid could not be re 
tamed in the rectum large quantities of saline solution were 
used subcutaneously and intravenously for forty eight hours 
The stomach was cleared by giving quantities of water by 
mouth which was immediately vomited the patient havnng an 
aversion to the stomach lube After forty eight hours the ab 
domen was opened using a right rectus incision near the mid 
Ime Descnption of the operation on May 9 1927 is given in 
our records as follows 

Operative findmgs — Annular carcinoma of the sigmoid 
about 12 inches above the anus 

The h\ er is examined and found not to be inv olved by pal 
pable metastatic grow ths The sigmoid is enormously distended 
very much thickened by its effort to propel its contents through a 
gradually mcreasmg malignant stricture The growth is firmly 
attached to the pelvic wall just back of and below the growth 
The first unpression is that the case is one particularly adapted 
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to the Mikulicz plan of operation so the peritoneum is 
split, and the groivth mobilized from the pelvic fascia In 
gradually drawing the growth up through the wound, it is noted 
that the left ureter comes up with it By careful separation of 
the tissues, it is found that while the growth partially surrounds 
the ureter, the ureteral wall is not infiltrated, and the ureter is 
easily separated from the growth, and is allowed to drop back 
into Its place It is not dilated, and, therefore, we ma\ assume 
that It has not been obstructed by the growth Gradually the 
growth is mobilized, partially by separation with the finger, and 
partially by cutting of the peritoneum and other tissues As it 
is mobilized, it is drawn upward through the abdominal inci 
Sion There are large lymphatics both abo\e and below tbe 
growth Large hard glands in the mesosigmoid can be felt 
well down in the hollow of the sacrum toward the coccy\ These 
glands mo\e with the intestine The fact that these glands are 
apparently m\oUed so low down m the pelvis makes the 
Mikulicz operation impractical if we are to do a radical operation 
with any hope at all of permanent cure There is no possi 
bility of making an anastomosis with so short a stub of rectum, 
and furthermore there would, apparently be no hope of cure 
if this plan were adopted The patient is m a \er\ bad state 
for a radical operation at this time, and yet m cases where 
the obstruction has come on gradually to completion m this 
way% such patients are very apt to develop a great degree of 
immunity' At any rate the circumstances are such that we must 
give the patient \shatever chance there is for recovery 

‘ The first step m the radical removal m this case is to seek 
out and hgate the superior hemorrhoidal artery as it crosses the 
promontory of the sacrum With a long curv ed ligature earner, 
two ligatures are placed around this vessel about ] inch apart 
The artery is now severed between these two ligatures The 
sigmoid artenes below this arc doubly clamped, and cut, also, but 
not tied All the mesosigmoid is severed dowai to the upper 
rectum The fat m the hollow of the sacrum is mobilized down 
to the tip of the coccy'V The pentoneum and pouch of Douglas 
are opened and the intestine mobilizcrl in front Two clamps 
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are now placed on the rectum alwut 4 or 5 inches above the 
anus The gland beaang fat which has been lifted from the 
hollow of the sacrum is removed as far as possible After sever 
mg the tectum betceciv the two clamps with the cautery the 
growth and prottmal sigmoid are now lifted out and wrapped in 
game Purse string is placed around the distal sigmoid or end 
of the rectum which is turned m A rectal tube is inserted into 
the rectum Heavy imon thread now attaches the mverted end 
of the rectum to the tube By traction on this the upper end 
of the rectum is drawn out through the anus There is no bleed 
mg The entire hollow of the sacrum has been denuded of fat 
The pcntoncum on the left side of the pelvis has also been re- 
moved and the lelt ureter lies bare There is no possible waj 
by which we can cover either the ureter or the surface of the 
sacrum mth peritoneum There ate enbrged glands almost the 
entire length of the mesosigmoid It is barely possible that the 
highest ones may not be malignant even though they are en 
larged We will temove them as far as possible and will bring 
out a considerable length of intestine through the abdominal 
incision for the reason that on the left side there is not sufficient 
peritoneum to close the space Furthermore the making of a 
separate incision and bringing the colon out through a separate 
colostomy will add matcnally to the length of time required, 
and this patient is not able lo stand anj further operation «o 
I btmg this distended agmoid out through the upper angle of 
the incision (the procedure suggested by Samuel Mister) I will 
try to leave several inches protruding so that when the bowel 
IS opened the contents will be delivered some distance away 
from the wound The cut pcntoncal edges of the mesosigmoid 
are brought together with, suture and a large roll of gauae wicU 
IS placed in the hollow of the sacrum Around this roll of gauze 
wicks aliead> in place two dieets of four ply rubber tissue ate 
draped This leaves a \ci> large cigarette dram including 
24 small wicks which will rapidJj take out the exudate m this 
part of the pelvis The uterus is m front of the wicks but we 
are able to use the broad ligaments to form a peritoneal tube 
for our drainage But before wc start lo close this we note a 
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lenons difficu\l> , viz , there is a large amount of peritoneum 
absent from the left ivall of the pelvis, and the left ureter is 
exposed This vre cannot co\er with peritoneum, so vre take 
another sheet of four pl> rubber tissue, and carefullj place it so 
as to cox er the ureter and this raw surface entirelv This will 
prexent the intestines from umtmg to this raw surface Now 
we reach to the site of our large dram, and bnng the elements 
of the broad bgaments, including the tubes and the round hga 
ments backnard around this dram, and sew them together 
^\ e also 'iew them to the edge of the mesosigmoid, where it has 
been turned upn ard In this way we are able to close all the 
raw surfaces with peritoneum, except the part which is coxered 
xnth this piece of rubber tissue The proximal sigmoid is now 
draxni through the mcision, but it is found that it is not prac 
tical to bnng the intestine to the upper angle of the masion which 
IS about an inch aboxe the umbilicus We haxe found that a 
colostomj bag works best about an inch below the umbUicus 
so we will bnng the colon out at this point It will be noted 
that there is pulsation m the small xessels as the> come to the 
intestinal xsall Therefore, our citcuiation is good The ab 
dommal wall is now closed between the dram and mtestme, and 
also abox e the exit of the mtestme We will leax e the clamp on 
for a few hours txsentj four hours if possible, and xnll then cox er 
the wound vnth a collodion dressing After the dressmg is dry, 
the clamp will be remox ed and the bowel allowed to empty ” 
Patient left the table m fairlj good condition, pulse xxas 
120 Large quantities of water were used under the skm The 
xoroitmg being less than before the operation clamp was al 
lov, ed to remain on for twent> four hours and was then removed 
Certam amount of blood} stool passed awa} xnth some gas 
Nau'^ea ceased ‘^oon after the remox al of the clamp On the 
third postoperatixe da> a formed stool passed On the fourth 
postoperatixe daj castor oil xxas gixen, after which paraffin oil 
was used to keep the bowels regular 

Microscopic exammation of the removed mtestme xras made 
with the foUouang pathologic diagnosis “Adenocaranoma of 
the rectum unth metastases to regional Ijmph glands ” 
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On Ma> 24th sixteenth postoperati\e da> the stub ot the 
rectum tvas removed through a permeosacral \\ound This vias 
a longer interi ?3 than usual betucen operations but the groivth 
had been removed and there "nas no particular hurrj The 
patient nas weak from her long illness Microscopic sections of 
the piece of large mfeslwie and rectum showed the following 
A marked inflammatorj infiltration with congestion and pro- 
liferation of connective tissue There is no ev^dence of any 
malignancy 

Her convalescence nas stormy in many respects About the 
third postoperative wcci she developed a severe bronchitis 
and an irregular heart and at times became very cyanotic 
during spells of coughing This brondutis lasted for apptoxi 
matel> sixwecks On the fifty seventh postoperative day atten 
tion was called to an enfargement on the mesenteric side of the 
coloslom) It was hard and upon inasion the lump was found 
to be quite solid While the wound n as open 50 mg of radium 
heavily screened were placed in the wound for twenty hours for 
the purpose of treating the mesentery of the sigmoid which wc 
feared might have involved glands On the sixty third post 
operative day patient had a severe chill lasting one half hour 
pul«c J30 re«pintion 22 This was ;ust a temporary affair 
Patient had no further trouble On the sixty seventh post 
operative ilaypatic-nt was up walking around and on the seventy 
fourth posioperativc day patient was discharged feehng well 

CASE n 

Male a phvsician sevwity one years of age Entered the 
hospital June 10 1927 This case is particularly interesting for 
the reason that on June 10 1914 exactly thirteen years ago 
to a day I removed the cecum aicendmg colon and first half of 
the transv erse colon for an obstructing carcinoma of the ascend 
jng lolon Two years ago eleven vears after this operation 
patient developed what appeared to be an acute intestinal ob 
stmction n !th vev ere gnpang pain nausea and vomiting Pos 
sibiUtv of rtcumiice caused grent alarm Ms(h the apphcatioti 
of hot packs over the abdmnen the symiptoms soon disappeared 
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and the patient was well, and continued in acti\e practice until 
the tune of this operation 

The following report of his case is taken from the records 
“About a month ago, patient began to note bloody stools, with 
a certain amount of mucus A professional fnend with whom 
he officed examined him and diagnosed caranoma of the rectum 
He then came to me and the diagnosis wras confirmed 

‘ Date of operation — June 11, 1927 Abdomen is opened 
through the right rectus muscle near the median Ime The liver 
IS carefullj examined, and no evidence of metastasis can be de 
tected Trans\erse mesocolon, and the anastomosis made thir 
teen years ago are examined carefullj for a possible metastasis 
No evidence of metastasis at any place a x er> remarkable ob 
servation in view of the fact that the growth was so extensive 
when remoxed thirteen >ears ago There are no enlarged glands 
in the mesosigmoid The indurated area is relatixelj small, 
not more than one third of the arcumference of the intestine 
The rectal tube is passed into the sigmoid and passes easily bj 
the growth which is located within easy reach of the anus The 
patient is placed in the Trendelenburg position all the intes 
tines are packed back m the upper abdomen and held there by 
a fixe >ard gauze pack Full length of the sigmoid is drawn out 
into the wound It is held up b> an assistant making the lower 
segment of the mesosigmoid taut by pubmg it as far up as pos- 
sible Long handled scissors bent at an angle to the borders of 
the blade and baxang a probe point on the under blade are 
used The probe point of the under blade is now inserted 
through the peritoneum of the nght leaf of mesosigmoid This 
probe point is made to pass beneath the peritoneum external to 
the xessels Scissors easilj pass downward Retraction holds 
the bladder well forward, and expose the xesicorectal fold 
This probe pointed scissor blade (Fig 519) passes across beneath 
the pentoneum of this fold to the left side We next turn to 
the left side and cut the pentoneum along the mesosigmoid down 
to the cut coming from the nght side Finger is inserted through 
the mcscnter^ and with the thumb and index finger supenor 
hemorrhouhl arterx is located and ligated wath a strong dou 
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bled Ino 2 chromic catgut ligature m two places about f inch 
apart This superior hemorrhoidal artery is now cut between 
these two ligatures Communicating sigmoid artenes below this 
point are damped and cut •without hgation The gloved hand 
IS now passed down the hollow of the sacrum along its front 
surface and all the fat and mesosigmoid lifted forward down as 
far as the tip of the cocqor Next the bladder is separated from 
the rectum leaving all the fat •with the rectum There is no 
bleeding except from the letom vems m the low mesentenc fat 
These are clamped to prevent soiling the field A large sponge 
IS now placed m the hollow of the sacrum to keep it clean while 
the operation proceeds A longitudmal wound is made m the 
left rectus muscle about inches long so that the colostomy 
opening tviII be about If inches below the umbilicus A large 
Paj r s clamp is thrust through this opening and made to grasp 
the sigmoid proximalto the proposed point of section Another 
Pajrs damp through the mam operative wound is made to 
clasp the sigmoid distal to the point of section Intestine is now 
cut with cauterj and the damp heated so as to stenlue the ends 
held m the clamp The clamp holding the proximal end of the 
sigmoid is now brought out through the small mcision m the 
left rectus for a permanent colostoin> and the two deep la>ers 
of the abdominal wall are sutured to the intestinal wall with a 
continuous lock stuch of No 00 chromic catgut doubled The 
skin is sewed to the mtestuic with fine interrupted sutures The 
large Pajrs clamp is now removed and small arter> forceps 
takes Its place Purse slruig is plat^ around the distal end of 
the sigmoid This uiverted end of the sigmoid is then attached 
with a strong hnen suture to the end of the rectal lube Nurse 
DOW pulls on the rectal tube and draws it out through the anus 
A large roll of gauze wicks fully as large as a man's wnst is 
placed in position the ends of the wiiis being placed m the 
hollow of the sacrum Two sheets of four thicknesses of rubber 
tissue are made to surround this roll of gauze as it comes up 
through the wound With a continuous suture the space to the 
left of the colon is closed so that no mtestine can work around 
it This suture is now contmued downward brmgmg m the 
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peritoneum of the lateral wall of the pelvis, closing off the space 
from i\hich the colon has been removed, and separatmg it from 
the free pentoneal cavity There is ample loose pentoneum m 
the narrov- pelvis of man to surround this dram easily so that 
the suture continues Gradually it brings in the pentoneum 
and comes forward to the edge of the mam abdommal incision 
This large cigarette dram, or protected gauze pack, is now en- 
tirely outside of the functioning pentoneal cavnty A flap com- 
posed of gauze and rubber tissue is now fixed and covered 
with collodion so as to separate the large aoimd from the 
colostomy ” 

On June 20, 1927, the second operation was performed, and 
is recorded as follows “The coccyx is first removed Fingers 
immediately enter the cavity of the dram placed nme days ago 
A certain amount of pus comes out The upper end of the in- 
verted rectum is intact After cutting the skin and muscles 
around the anus, the Ime of cleavage is found with the finger- 
tips, and the rectum is pulled out through the wound There 
IS practically no bleedmg at all except m the anal muscles Cap- 
sule of the prostate gland is disclosed and is entirely smooth, 
which condition is found only when the superior hemorrhoidal 
has been ligated, and when a proper dram has been used Why 
the line of cleavage is formed m this way, after this t3T>e of 
operation, I have never been able fully to explain, and yet it 
is true The entire second stage of the operation, as performed 
m this way, is practically always done m fiv e minutes or less 
Many times not a smgle vessel is damped, usually a few vessels 
m the anal region A gauze pack is placed in the wound for 
two or three days The skin is drawn over it with temporary 
sutures This large gauze pad^ rapidly takes up the septic ma 
tenal from the new woimd The next day it is well to take out 
the upper dram Three da>s after the gauze pack is placed it 
should be remov ed From this tune on, the wound is imgated by 
msertmg a tube through the abdommal end of the drainage tract ” 
Microscopic sections of the rectum and anus revealed an 
adenocaranoma mvadmg the wall of the bowel 

This patient did very well Twenty-one da>s after this last 
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operation patient was up m a wheel chair On the twenty 
third postoperative day while sitting in the wheel chair asleep, 
he suddenly arose the wheel chair receded and he fell on 
the floor A verj severe dull then a temperature of 105 fol 
lowed within two hours From this he recovered and left the 
hospital July 25 1927 just one month and two days after the 
last operation He was back, m his office about six weeks later 
and IS now apparentlj in good health although the sacral wound 
has not entirely healed 

The operation performed on this patient is the typical 
operation which was described and amply illustrated m Surgery 
Gynecology and Obstetncs June 1924 

CASE m 

Female aged forty six County Supenntendent of Schools 
In 191 7 patient bad a hemorrhoid operation in 3925 her appendix 
was removed At that tune and at periods from that time to 
the present she has been passing blood and mucus in the 
stools Six months ago she noticed she was losing more blood 
than usual Had no pom During the past month she has 
developed a diarrhea m which large quantities of pus pass as 
well as blood Prior to that time for some weeks she had had 
obstinate constipation During the past month she has had very 
frequent loose stools no great amount of distention 

Entered hospital on June 9 1927 Patient is very pale 
hemoglobin 35 per cent An enema plate carefully watched 
shows no evidence of intestinal obstruction Proctoscopic ex 
amination rev ealed a large amount of pus high up in the rec 
turn with what appeared to be an ulcerative condition It 
was not thought best to force the proctoscope higher so that 
the real growth was not encountered Taking into consideration 
the history is of two jears standing and the fact that the x ray 
failed to show a hllmg defect bimgs us to the probable diagnosis 
of Ulcerative Colitis 

Date of Operation — June 21 1927 The patient has been 
under observation now for eleven days Dunng this tune two 
blood transfusions 500 cc each were administered and the 
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hemoglobin has come up to 60 per cent, red cells ha\e come 
up from 1,300,000 to 3,460,000, the white from 6000 to 13,000 
“An incision is made ]ust to the right of the median line with 
the idea of making a thorough exploration of the colon Im- 
mediately upon opening the abdomen, a large mass is found low 
down m the abdomen The mass is nodular, and is larger than 
a man’s fist Coming into the mass from above is the proximal 
sigmoid Below the mass is the distal sigmoid Attached to the 
upper surface of the mass is a loop of ileum The small bowel 
seems to be intimately merged with the mass Pressure with 
the finger discovers a hole through the mass from the small in 
testine side In the mesentery of the loop of ileum is a gland 
as large as an almond, \ ery hard I remov e this gland for frozen 
section examination It is submitted to Dr Foskett It is very 
evident that, regardless of the nature of this growth, it will be 
unwise to attempt to separate this loop of small bowel from the 
mass Therefore we will place two clamps abo\e and two be- 
low the mass With the purse string, we invert the ends of the 
stumps of small bowel that are to be left attached to the mass, 
each of these stumps being about 4 inches long There are a 
number of mesenteric glands noticed farther up along the 
me»entera of the small bowel It is impossible to remo\e them 
Therefore while we are waiting for the pathologist’s report, we 
make an end to end anastomosis between the proximal and dis 
tal segments of the ileum As we are finishing the anastomosis, 
the pathologist returns with the report that the mesentenc 
gland remoaed from the mesentery of the ileum and submitted 
to him for examination, is found to be carcinoma Therefore, 
avc know the final outcome of this case, but having begun on 
the operation, wc must do the best we can to make the patient 
as comfortable as possible during her remaining days So we 
will remoae the growth as rapidl> as possible We find, m the 
mesentery of the lower sigmoid hard glands It will be useless 
to remoae the rectum Wc, therefore, mobilize this portion of 
the sigmoid tic off its m(«mntery, also lie off the mesentery of 
the segment of ileum aahich has been cut out of the circuit, and 
aahich must go with the growth These aessels arc tied The 
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distal end of the sigmoid is turned m by a purse string and 
dropped back in place The proximal end, on which is a clamp, 
IS brought out through the center of the abdominal incision, and 
the abdominal wound closed around it without drainage This 
clamp v,i\\ be allowed to remain untd the patient becomes un- 
comfortable, possibly forty eight hours The wound above and 
below the mtestme will then be sealed with a collodion dressing, 
and the intestine opened ” 

This patient made an uninterrupted recovery, went home on 
July 28, 1927, thirty seven days after operation feeling well, and 
with great hope for the future Her appetite was good, bowels 
movmg regularly, and blood rapidly coming back to normal 
It may be predicted that the patient will live several months of 
comfortable hfe, even performing her duties as County Superm 
tendent of Schools She was not told of the hopelessness of her 
condition, but her brother was told 

This IS a remarkably mteresting case for three reasons 
First, an x ray enema plate failed to show this growth m the 
sigmoid, although there ^as almost total obstruction The rea- 
son was that the mass of this growth had become adherent to 
the panetal peritoneum m such a position that the proximal 
sigmoid came into the growth from the front of the abdominal 
cavity The lumen through the growth passed directly backward 
and entered the distal sigmoid, which was fixed to the postenor 
panetal pentoneum, so that constriction was covered by the 
proximal sigmoid The second unusual feature is that the loop 
of ileum had merged into a cancer mass of the sigmoid, a contact 
growth had developed, and an opening, f inch m diameter, was 
formed between the ileum and the sigmoid in the cancer mass 
The diarrhea w as, therefore, due m a large measure to the passage 
of ileal contents directly into the lower rectum The third fea 
ture is the development of large metastatic glands from this 
contact cancer m the mesentery of the ileum 

CASE IV 

Female, aged fifty six TTie past year she has been travehng 
abroad with her family About six months ago began to notice 
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a small amount of blood passmg m the stools No pain or dis 
tress About June 20th patient was referred to an eminent 
proctologist in San Franasco by her physiaan The proctologist 
made a diagnosis of carcinoma of the rectum, and recommended 
radical operation For this she was referred to me on July 25th 
At this time she weighed 100 pounds in street clothes Blood 
Hemoglobin, 65 per cent, red cells, 3,600000, white, 11,800 
Patient presented the appearance of bemg \ery frail On 
July 27th, blood transfusion of 600 c c of whole blood was ad 
mimstered On July 30th, the first operation was performed, 
and was recorded at the time of operation as follows 

“A long, nght rectus inasion Careful examination of the 
h\er rexeals no eiadence of metastasis There are no enlarged 
glands along the aorta or ihac vessels There is an extensive 
growth involving two thirds of the arcumference of the ampulla 
of the rectum, anterior wall There are enlarged metastatic 
glands m front of the sacrum on the right side The rectal tube 
passes by the growth and its end lies well up m the sigmoid 
Colon vs mobilized in the usual way as described in the ‘Annals 
of Surgcrj,’ 1915 and 1922, and also m Surgery, Gynecologj, 
and Obstetrics ’ June, 1924 According to this technic, the rec 
turn IS separated from the sacrum and cocc>'X, and also from the 
vagina Several glands are removed from the hollow of the 
sacrum on the nght side two of which are frozen and examined 
microscopically by Dr Foskett, and found to be mahgnant 
The colostomy is completed, the distal end drawn out through 
the anus by inversion There is considerable bleeding in the 
ieft broad ligament, which requires time to control, and finally 
a large pack of gauze vnd.s is placed m the pelvis, both for 
drainage and control of broad ligament bleeding This is sur 
rounded with rubber tissue The space to the left of the colon 
within the abdomen is closed off by contmuous chromic catgut 
sutures This is continued downward to draw m the parietal 
pentoncum graduall}, usmg the vanous elements of the broad 
ligaments, and mcludmg the covenng of the round hgaments 
In this w ay complete pentoneal tube is made around the large 
dram The uterus is m front of the dram ” 
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Immediately after the operation, another blood transfusion 
of 350 c c of whole blood was administered 

The patient was not more than ordinarily shocked by the 
operation The chart shows she had a great deal of perspiration 
Immediately after the operation the unne began to show a cer 
tarn amount of albumin but it may be noted that from the 
beginning it iias necessary to use the catheter Progress of the 
case was quite normal and on August 8 1927 the second stage 
of the operation was performed through a sacral inasion after 
ha\Tng remo\ed the coccyx The operation was \ery short, 
requiring only four or five minutes Wound was packed and 
no shock followed the operation 

Up to this stage the progress of the case is about normal 
except that the chart reports rather profuse serous dramage 
On August 15th the drainage was reported as having the 
odor of unne but upon examination it could not be determined 
whether the unne hid been passed out through the urethra or 
came through the sacral wound There did not seem to be a 
sufficient amount to justify a suspiaon that there was an m 
jur> to either the ureter or to the bladder There was no fur 
ther report on this subject at this time 

On August 24th a SO mg tube of radium well screened was 
placed in the wound for twenty four hours On August 31st 
another dose of radium was applied 

There seemed to be an mcreasing dramage from the sacral 
wound until September 10th when it seemed that a very large 
proportion of the output of one kidney must be coming from the 
wound, notwithstanding the fact that on September 10th, 37 
ounces of unne were taken with the catheter, and on September 
11th, 36 ounces of unne were taken with the catheter m twenty 
four hours, 16 ounces at one tune On September 13th, my at 
tention was called to the large amount of water dramage, which 
the nurse thought had some odor of unne The patient being 
\ery feeble and having required three transfusions was some- 
what tardy m gettmg up, but wis able to sit up m a wheel 
chair m the sun parlor on the 15th of September, thirty six daj s 
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after the first operation, twenty-six days after the second opera- 
tion. By September I6th, she was able to walk around her room 
and around the hospital. On this day she took a walk on the 
veranda of the hospital She was feeling much stronger than at 
any previous time, and was preparing to start for home in a 
few days. 

After dinner, about 6 o’clock in the evening of the 16th, 
she felt slightly nauseated, and at 7 o’clock a sudden pain de- 
veloped in the abdomen. At 7:30 there was great abdominal 
distress. She vomited part of her dinner, and became very rest- 
less. Cold perspiration over the brow. I was called immedi- 
ately. Arrived at 9 i». m., and found the patient somewhat dis- 
tended, bowels in tumultuous activity, although no gas was 
passing. After prolonged watching, peristaltic waves could 
plainly be seen. These waves gradually increased. At 10:30 
patient was taken to the operating room and abdomen opened 
for intestinal obstruction which is recorded as follows: *'The 
abdominal cavity is remarkably free from intra-abdominal ad- 
hesions. Yet, it is plain that parts of the small bowel are col- 
lapsed, while another part of the bowel is markedly distended. 
All the lymphatic vessels in the wall of this part of the dis- 
tended intestine are filled with chyle as the result of the ab- 
sorption of the recent meal. Finally, the cecum is identified, the 
collapsed ileum traced upward. About 10 inches above the 
ileocecal valve, a loop of ileum is found attached to the posterior 
parietal peritoneum. This attachment is partially separated 
with the fingers, and partially cut. The intestine above this 
point is still collapsed and empty. About 4 feet further, another 
loop is held douTi by an adhesion, the intestine still undistended. 
Four feet further up, a finn band holds a loop of intestine 
which has been somewhat tortioned. Above this band, bowel is 
distended, below it is empty. It is ver>’ interesting to note 
that, while there is no firm band constricting the intestine at this 
point, the lymph-vessels above tlus point are entirely filled 
with chyle, while there arc no white lymph-vessels showing be- 
low this band. The band is cut and the intestine freed. The in- 
testine is examined up to the upper end of the jejunum. The 
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contents of the small intestine are then pushed down into the 
empty small intestine and the abdomen closed 

After the patient returned to bed the distress was relie\ed 
and no shock followed Prompt action probably sa\ed the pa 
tient s life 

As this paper is wntten the patient is in good condition and 
bids fair to make a complete recovei^ There is without doubt 
a urinary leak commg from the wound It seems evident 
howe\er that most of the unne is delivered through the blad 
der which is intact Patient will be allowed to get up and 
around with the hope that as the wound heals what appears to 
be a small hole m the ureter may gradually close or may gradu 
ally destroy the kidne> which can be attended to later If the 
urinary fistula continues however after the wound is entirely 
healed the ureter ivill probablj be transplanted mto the fundus 
of the bladder by the submucous technic 

This case has been a very dramatic one m its progress for 
the following reasons 

1 The patient was a frail woman who had lost considerable 
blood and had a low hemoglobm and red cell count before the 
operation was performed 

2 The growth was advanced beyond the fascia propna so 
that some of the glands were attached to the deep fasaa m the 
hollow of the sacrum which required radium treatment as well 
as surgery 

3 There was an apparent injury to one of the ureters in the 
course of the first operation This is one of the ever present 
dangers in cases of advanced carcinoma of the rectum although 
this has only occurred m my experience once since I began to 
use the present technic and that was the eighth case m the year 
1916 The first accident occurred m attempting to remove 
glands well up in the sacrum at the second operation 

4 PostopecatHe mtestmal obstruction whi<5i may foUoir 
an> abdommal operation This has occurred hut twice before 
m more than lOO cases of cancer of the rectum operated upon 
bj this method 
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CASE V 

Male, seventy three years oi age, retired merchant Has al- 
ways had good health until October, 1926 At that time he 
began to have broken stools On December 9, 1926, he had 
influenza Since that tune has had frequent bowel movements, 
no pain no distress, no blood, until, during the past two months, 
stool has become watery and frequent, ten to twelve tunes a 
day Was never constipated in his life Has lost 33 pounds in 
the last ten months Physical examination shows blood pressure 
of 162/80 Kidney function dimmished Faint traces of al 
bunun, and occasional hyalm casts Patient presents the ap- 
pearance of a very old man Upon examining the rectum, the 
finger detects a growth high up Apparently the obstruction 
IS almost total Blood is normal, coagulation time is normal 
Report of the operation on August 5, 1927, follows “Opened 
the abdomen through a right rectus incision near the midline 
There is no evidence of metastasis m the hver There is no 
evidence of metastasis in the retroperitoneal glands and the 
growth IS removable, although it completely encircles the bowel 
about the junction of the lower sigmoid and rectum Mobiliza 
tion completed according to the standard technic (as related 
m Case 11 of this senes) After mobihzation has been com 
pleted it IS found that clamps can be applied nearly 2 inches 
below the growth The intestine is severed between the clamps 
with the cautery The proximal end of the sigmoid along with 
the growth is brought out through the wound The stump of 
the rectiun is turned m with a purse stnng and further turned 
in wnth interrupted sutures, and dropped back into place Owmg 
to the feeble condition of the patient, it is necessary to conserve 
all the time that is possible Therefore, after the growth is re 
moved, the proximal sigmoid is brought out through the upper 
end of the mam abdominal inasion The pentoneum is closed 
over the pelvis We take the chance of mfection in the pelvis 
in not having drainage, but it wiU be an easy matter to make a 
stab wound in the stump of the rectum, or to cut through the 
sphincter in case septic symptoms develop ” 
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Progress of the case was quite nonoal except that a chronic 
bronchitis which had followed his attack of influenza m Decern 
ber 1926 was greatly aggravated by the anesthetic and a severe 
cough with extensive bronchorrhea followed On August 8th 
temperature was 100 pulse 90 patient coughing a good deal 
but bowels moved well through the colostomy opening On 
August 9th temperature rose to 101 pulse 88 cough distressing 
The cough was very annoying and the amount of fluid expec 
torated was profuse and at times shghtly tinged with blood 
although no signs of pneumonia could be detected On August 
17th twelve days after the first operation patient became more 
restless Temperature took a sudden nse On inserting the 
finger into the rectum it was found that the end of the stub 
of rectum had opened a large amount of pus draining out through 
a tube inserted into the rectum Patient was then taken to the 
operating room local anesthesia administered around the anus 
and with cautery the small stub of the rectum was cut back 
ward through the anus to the coccyx which gave free drainage 
to the cavnty in the hollow of the sacrum This was done with 
out pain and without shock to the patient Cough continued 
temperature went down to normal pulse to normal On August 
26th twenty one days after the first opoeration patient was up 
m the chair and on the twenty nmth was walking a few steps 
His exercise was gradually increased On September 7 th thirty 
three days after the first operation his temperature went to 
101 8 F® pulse rose to 120 From this he rallied and again 
on the 12th of September thirty eight days after the operation 
pulse 88 and temperature 98® F and patient seemed to be in 
good condition On September 13th thirty nine days after 
operation patient suddenly became cvanotic and died within 
a few minutes 

CASE VI 

Male aged fiftj nine occupation baker bom m Germany 
Admitted to the Portland Surgical Hospital August i 1927 
Has alwaj s been more or less constipated since childhood Six 
months ago began having Jumpy stools mixed with a watery 
substance which would come away with a gush He took 
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some medicine which seemed to gi\e relief For the past four 
or fi\e months has been haMng diarrhea 10 to 15 stools a daj 
Recentl) has noticed some blood considerable gas m the bowel 
About four months ago patient noticed a lump m his left side 
but decided it was gas inasmuch as hot applications o^er the 
abdomen caused it to tiisappear Physical examination showed 
blood pressure of 128/80 Patient seemed to be ^cry <;ick His 
blood showed 85 per cent hemoglobin wnth coagulation time of 
six minutes Blood urea about normal for one of his age Unne 
showed trace of albumin and a few hyalin casts Digital ex 
ammation rexealed a large nodular mass almost surrounding the 
upper portion of the ampulla of the rectum 

Record of the operation on Augusto 192i is as follows 
Long right rectus incision Careful examination of the liver 
shows no evidence of metastasis no enlarged retropentoncal 
glands are noted although the growth is very exiensiv e N ev er 
theless the nurse is able to pass a rectal tube through the center 
of the growth The sigmoid is distended with soft fecal matter 
which will not go through the rectal tube This is a \er} un 
favorable condition of the bowel for such a big operation Yet 
the patient has had a very large dose of castor oil and this is 
the best result we could get so we will make the best of the 
arcumstances Sigmoid is mobilized m the usual manner 
The grow th is mobilized down to the tip of the coccyx from be 
hind There are large hard glands m the mesosigmoid — eva 
dentlj cancer The fat in the hollow of the sacrum along with 
the Ijanphalic glands is trimmed awa> Owing to the fact that 
the ‘Sigmoid is full of fecal matter no attempt will be made to 
perform the colostomj m the usual wa> through a separate left 
rectus incision The sigmoid is doubl> damped with Pajrs 
clamp about 6 inches above the growth -Vll the fat along the 
mesenteric side of the distal segment 1 $ tnmmed awav and in 
verted waih a purse stnng and attached to the tube to be drawn 
out through the anus The opening in the growth proves too 
‘imaU to admit the inverted sigmoid Therefore a few mter 
rupted sutures do e the intussuscepted end as showm m Fig 522 
A ver> large gauze pack composed of 24 wacks making a pack 
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of gauze as large as a man’s wnst, is carefully placed in the 
hollow of the sacrum Rubber tissue is placed around it and the 
parietal peritoneum is drawn around the gauze pack, so as to 
leave it wnthm a separate peritoneal tube Proximal end of the 
sigmoid IS brought out through the main inasion About 6 
inches of the intestine is outside the abddmen, and will be used 
to carrj the fecal contents over like a spout It will be opened 
in twenty four or forty-eight hours, dependmg on the condition 
of the patient The remainder of the wound is covered with a 
collodion dressing ” 

Microscopic sections of the piece of intestine reveal a carci- 
nomatous hyperplasia of epithelium, with marked mflammatoiy 
reaction 

progress of the case was normal, and one week after the 
first operation, August 13, 1927, the second operation was per- 
formed On making the incision for mobibzing the coccyx the 
drainage cavity was opened, and the operation seemed so simple 
and the drainage so perfect that it was thought well to leave 
the coccyx which had a rather unusually sharp curve This 
patient made an uninterrupted recovery, but on observation of 
the anal wound it appeared that the cavity inside the coccyx 
was too large for the external opening Therefore the coccyx 
was removed on September 8th, twenty six daj’s after the sec- 
ond operation, so as to permit of more drainage On Septem 
ber 14th the excessive mtestine, which protruded through the 
bowel wound, was removed b> first coagulating the intestme and 
mesentery with Wyeth’s endotherm needles and then cutting 
awaj the redundant intestine with the cautery knife 

CASE vn 

Patient is a male, aged seventy three, marned, postmaster 
in a small town In 1919 had his prostate gland removed About 
four months ago began espelhng mucus, and thm waterj stools 
Recently there has been a shght amount of blood, occasionallj 
There is a feeling of pressure m the rectum The patient pre- 
sents the appearance of bemg a relatively healthy patient for 
his age His blood pressure is 150/100 Ridney function is 
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about normal for one of his age Faint trace of albumin in the 
unne, but no casts Digital exammation reveals a hard, nodular 
growth about 5 inches from the anus Report of the operation 
IS recorded as follows “Long, right rectus mcision near the 
median line Exammation of the liver and retropentoneal area 
reveals no evidence of metastasis The growth is at the recto 
sigmoid junction, and entirely surrounds the rectum with a small 
hole m the middle The sigmoid is mobihzed m the usual man- 
ner down to the tip of the coccyx, and is also separated from the 
bladder The absence of the prostate is noted After the in- 
testine and fat have been freely separated from the sacrum and 
coccyx, and from the bladder, traction on the sigmoid brings 
the growth well up mto the wound Two heavy clamps are 
placed on the rectum about 2 inches below the growth The in- 
testine IS severed beti\een these clamps The distal clamp is 
left on the rectum All rectal and sacr&l fat is removed m a 
mass, along with the glands Owing to the great age of the 
patient, the proximal colon is brought through the mam masion 
about I 2 inches below the umbilicus Twenty four smgle wicks, 
m a mass about the size of a man’s wnst, are placed m the pelvis 
as a dram They are so packed m that the hollow of the sacrum 
is quite 'nell filled Rubber tissue, four thicknesses m each sheet, 
IS placed around the dram Pelvic pentoneum is then drawn 
around the dram, so as to leave the dram as an isolated pentoneal 
tube ” 

Patient made an uneventful recovery from the first operation, 
i\hich was performed on September 6th On September 14, 1927, 
eight days, after the first operation, and after removal of the 
coccyx, the remnant of the rectum anus and anal muscles were re- 
moved, the second operation requirmg less than five minutes It 
was not necessary to tie a single vessel No shock followed, 
and the patient is making an uninterrupted recovery 

R^UME 

This review of sc\en consecutive cases occurring m four 
months’ practice, shows how impossible it is to cover a subject 
completely b> any formal descnption For in this group of cases 
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we ha\e a number of features which \\ould not be covered m a 
formal description of the operation 

In the first case we were dealmg with a case of total obstruc 
tion with all the symptoms of acute intestinal obstruction which 
IS not infrequent m carcinoma of the large intestine In such 
cases it IS necessary to conserve the patient by simplifying the 
operation as much as possible In this case we first intended to 
do a Mikulicz operation This was prevented by the attach 
ment of the growth to the parietal peritoneum and by the e'c 
tent of gland involvement m the mesosigmoid below the growth 
which required the separation of the sigmoid from the pelvac 
wall and from the ureter making it necessarj to cover the raw 
surface with rubber tissue and apply a dram Second owing 
to the extent of the operation and the senous condition of the 
patient it seemed advisable further to shorten the time by 
bnngmg the sigmoid out through the abdominal incision 

The important point m the second case was that the operator 
had personally removed an extensive cancer m the ascendmg 
colon thirteen years before and that there was no evidence of 
metastasis in any part of the body Undoubtedly the cancer 
in the rectum was entirely independent of the first cancer located 
in the ascendmg colon 

In Case III the diarrhea was of an unusual character A 
loop of ileum had attached to a very extensive growth of the 
sigmoid and a cancer had extended to this small intestine and 
to the mesenteric glands and had established a short circuiting 
of the small intestinal contents through a cancerous opening 
into the lower rectum 'Ihe case was too far advanced for the 
hope of permanent cure Nevertheless the attached loop of 
small intestine with its mesentery was cut out of the arcuit 
and the mtestinal continuity established by an end to end 
anastomosis while the growth was removed the distal end of 
the Sigmoid turned m and the proximal end was brought 
through the mam incision for temporary rehef of the patient 

Case II was an advanced cancer in a frail woman It seems 
that one ureter was mjured in some waj dunng the first opera 
tion Normal recovery until the forty seventh postoperative 



CANCER OF THE PELVIC COLON AND RECTUM II49 


da> \\hen suddenly an acute intestinal obstruction developed 
due to a small fibrous band which was relieved by another 
operation 

Case V The patient being a very feeble old man an at 
tempt vv'as made to avoid drainage and to avoid removal of the 
stub of rectum which was apparently not involved This has 
been attempted on two other occasions In both instances the 
stump of the rectum later had to be removed The stub of the 
rectum closes and leaves a pus cavity m the hollow of the 
sacrum so that in every instance it has been necessary finally to 
remove the rectal stump and the cocc>x 

Case \ I represents an extensive growth encircling the upper 
rectum, in which it was impossible to make a complete inversion 
of the sigmoid but in which the growth was too low down to 
remove at the first operation Therefore the stump was par 
tially inverted In this case an attempt was made to preserve 
the cocc>x This was found to be a mistake and the coccyx 
was removed later 

The last case illustrates how an old man in good health 
otherwise mav be made to pass through the operation with 
relatively little shock providing plenty of drainage is used 

In closing this discussion of the radical operation for cancer 
of the rectum the one important feature of the original opera 
tion which I would emphasize more than an> other is the use 
of a large amount of gauze wicks as a dram Dunng mj expen 
ence, I have attempted to cut down the amount of drainage and 
two of the deaths I have to report I believe to be due entirelj 
to an attempt to make a small dram suffice I now use twice 
as man> gauze wicks as I did when m> formal clescnptions were 
made 
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THE SIGNinCANCE OF PAIN IN THE DIFFERENTIAL 
DIAGNOSIS OF KIDNEY AND URETERAL CONDITIONS 
FROM INTRA-ABDOMINAL 

WiiEN it bnngs the patient m for an examination that leads to 
a correct diagnosis and cure, pain is a blessing m disguise But 
misfortune frequently arises, because pam is not always present 
or fails to recur after the initial attack, and it is in no case 
pathognomonic Mistakes m diagnosis occur whenever too much 
reliance is placed upon it, clmically 

Certain abnormalities of any organ below the diaphragm 
may cause a sunilar pam, and it is not possible to diagnose ac 
curately a single pathologic condition of any abdominal organ 
from pam alone This is due to the fact that the pam, caused 
by disease or abnormality of any viscera, is propagated, as a rule, 
to an area other than that in which it is produced The 
parenchyma of an organ is devoid of pam sensations, but the cap- 
sules or co\enngs, the ducts, and the blood vessels can give nse 
to pam Sudden changes, such as stretching, pulbng, distention, 
etc , are the common factors in back of visceral pam The sym 
pathetic and non sympathetic s> stems commonly innervate the 
viscera (Fig 523) They do not carry nerves of pam sensation 
But the stimulus from the seat of imtation or impulse m the 
organ is earned back to the particular cord segment, to which 
these fibers or their ganglia belong (Fig 524) Sensory nerve 
centers of this area in the cord receive the impulse, and transmit 
It to the brain as coming from the area of termination of the 
cerebrospinal nerves of that segment (Fig 525) The cutaneous 
centers in that segment also arc stimulated b> impulses coming 
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mto It, and their terminations on the body surface react more 
to stimulation than normally which is the basis of the hyperal 
gesic zones of Head each cord sepment haMng its own ^\ell 


I ig S21 — Shons dijgrammjtirally the complicated »>mpathctic system in 
nen-atmg the viscera (after Quain) 

defined superficial skin area innervated by the cerebrospinal 
neive of that segment (Fig 526) As a matter of fact however 
Head s zones are of very little practical value m diagnosis But 
a knowledge of the cord segments that serv e as centers of visceral 
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innenation is important Certain segments ser\e different and 
often \\idel> separated \iscera, so that the pain sensations from 
disea'^e of these \nscera may be similar, or ha\e confusing resem- 
blance^ For example the kidney and upper ureter, the liver 
and bile ducts spleen, pancreas, adrenal, testicle, ovary, uterus 
Fallopnn tubes diaphragm urethra intestines, and appendix 
have nerve terminations in the ninth tenth, eleventh and twelfth 
dorsal or hrst lumbar segments (Fig ^27) And pun from dis 
case of anv one of these organs may simulate pun usuall> re 
girded as tvpical of an> of the others 



I ij. 5’4 — Illustrates (iia{traniniaticalh the rehtionship of the afferent 
vnti ciTtrent svmpathctic fit>crs to the sensor> ner\ous and «piml cord seg 
tncals i.aftet Oii-uat 


I here are two main l>pcs of pain due to abnormality of the 
abdominal v iscera the one is localized to the region of the organ 
onI> possible when it is supplied with cerebrospinal nerves, the 
other b\ a transference of stimulation m the cord is referred to 
the ilistanl area innervated b> the spinal nerves of that cord 
segment Man> localized pains are complicated or made easier 
of interpretation b> moreorlesscharactenstic modesof radiation 
which arc often l>pical cord propagations The pain in the 
testicle or down the ureter in renal colic is a t>pe of radiating 

MIL -—7? 
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pam due to propagation m the cord as is also pain below the 
scapula in gall bladder colic But there are so many methods of 



F g 525 — Illustrates how pa n st mul ar s ng in some one viscus may be re 
ferred out along sensory nerves to a d stant area (alter Behan) 


propagation that e\en the most Epical as the above cannot be 
regarded as in themselves pathognomonic Assoaated referred 
reflected and transferred are ^pes of propagation of stimulation 
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Fig 526 — The hyperalgesic zones of Head >n diseases of the hidney. 
The senSory nerve centers in the twelfth dorsal, firet* second, third, and fourth 
lumbar may be stimulated to a hypersensitive condition by impulses coming 
in from the sensory fibers ending in these segments (after Behan) 


jjMWji 5* jMjjt jjrjSlSSl— 2itSE2!SiJ2t- 

nnwft <ott Ham tijHV 



Fig 52" — RcpTc<mms dia^jranmiaticalU the sympathetic nerve endings 
of the various v isccra in the spinal cord segments, show mg the predominance 
of the tenth, eleventh, twelfth dorsal, and first lumbar. 
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in the cord segments that are fiequently encountered 
due to disease of any of the viscera (Fig 528) 



Fig 52 '( — lHuszTatcs the <idfaeM ti pe:> of propagated pain (after Behan) 


WTnlc pun as an isolated symptom is unreliable m diagnosis, 
In association w uh other findings it is est remclj \ aluable Muv 
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cle spasm and local tenderness, or the ability to reproduce the 
pam by certam manipulations, ate frequently of great significance 
m an examination into the cause of pain It is often that negative 
findings in this respect are as valuable as positive ones The 
importance of hIcBumey’s point of local tenderness m appen- 
dicitis, tenderness under the costal margin in gall bladder dis- 
ease, or of Murphy’s or Thompson’s method of demonstrating 
renal tenderness in disease of the kidney, are examples But 
because of the many types of pam propagation, and the patient’s 
uncertainty and unreliability in interpreting his oun pam sensa 
tions reproduction of pam is often misleading Also, a sensitive 
ureter ma> simulate appendiceal tenderness, or vice versa, and 
there may be tenderness imder the costal margin m renal dis 
ease Other clinical findings arc helpful The absence or presence 
of changes in the temperature, in the blood, unne, and feces have 
significance m determining the cause of backache or abdominal 
pain The really difficult case is the one m which all these 
associated findings arc negative, a not infrequent occurrence 
The pams requiring differentiation m suspected disease of 
the kidne> or ureter may be best considered in two groups 
I, the backaches and II, the stomachaches The first considera 
lion when there are no outstanding associated findings, is to rule 
out any probable local back-pam Backache of local origin 
may be due to Rheumatic affections, myalgias, architides, sacro 
iliac or sacrov ertcbral slips, strains, postural defects, vertebral 
lesions, canes, or fracture 

Backache of referred ongm may be grouped according to 
the different regions of the back, as follows 

1 PaiK Rejerrfd to Dorsolumbar Region 

(0) in niuldlc of back or more to right or left 
Intcrco'itil neunign 
Diaphngmatic lesions 
I’cnhcpatilis 
•Vdrcn-il 

VlKlomtml loititis 
(M More to right 

Heml anti uretcnl lesions 
Disnscs of li\er or gall lilaikkr 
Vdrcml 
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m the cord segments that are frequently encountered in pam 
due to disease of anj of the N'Kcera (Ftg 528) 



Fig 528 — Illustrates the «5 ticrent type* of propagated pain (after Behan) 


While pain as an isolated ^mptom is unreliable m diagnosis 
m assocnlion m ith other findings it is ettremelj \ aluable Mu'; 
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II Pam Referred to Region About Umbilicus, orto MidabdoniemnCeneral 

(Rare in urology ) 

Meteonsm and Tympany 
\ oUnilus 

Intestinal obstruction or strangulation 

Appendicitis 

Ileocolitis 

Embolism of the superior mesenteric 

Entcroptosis 

Peritoneum 

Intra abdominal rupture of intestine renal or perirenal abscess 

Bladder 

Pneumonia 

Tabes 

III Pam Ref erred to lUdabdonten or Suprapubic Region 

Bladder 

Seminal \csicles 

Colon 

Rectum 

Organs of generation 
Embolus of inferior mesenteric 
IV Pam Referred \Pore to Right Side 
Renal and ureteral 
Appendix 

Liver and gall bladder 

V Pam Referred More to Left Side 

Renal and ureteral 

Stomach 

Spleen 

Pancreas 

Pericardium 

VI Pam Referred Filher to Right or Left 

Intercostal neuralgia 
Talies 

Diaphragmatic traction 
Intestinal adhesions 
PcUic adhesions 
Ovanes and tubes 
\ csiclcs and prostate 

Groin and inguinal pains of ep<did> mis testicle, or hernia 

The characteristics of renal and ureteral pain maj be stated 
bnefl> Renal pain is of t\\o t>'pes, cap»ular and pehac But 
with <all pcKic pain there is probablj an associated capsular dis 
turbance, for peUac distention gi\es capsuhr stretching Ab 
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normality of or about the capsule may cause pain unassociated 
with any disturbance of the renal pelvis or ureter Clinically 
the dull lumbar ache is recognized as more charactenstic of 
capsular the sharp renal colic of pelvic or ureteral disturbance 
It IS often impossible to differentiate pain of pelvic and upper 
ureteral ongm In fact any ureteral obstruction has its effect 
both on the pelvis and renal capsule In testicular pain of 
upper ureteral ongm the tunica vagmalis alone may be hyper 
sensitive but when the cause is m the lower ureter the skin of 
the scrotum may also be lender (see Fig 527) 

The Incidence of Renal and Ureteral Pam — ^Almost any ab 
normality of the unnary tract may cause pam m the kidney either 
directly or indirectly Obstruction pain infection is a char 
actenstic syndrome of most urmaiy lesions Unnary obstruc 
tion commonly occurs m some form and at some time in most 
urogenital diseases and whenever there is obstruction pain and 
infection are prone to follow Back pressure stasis and back 
flow are the factors causing disturbance and many and various 
are the conditions that may make these factors effective Urolo 
gists recognize two groups the infra and supra\esical which 
differ considerably m their clinical manifestations but always 
require joint consideration because of the importance of their 
relationship with respect to priority of occurrence Marked 
supraiesical changes often are due altogether to lower tract ab 
normalities the neglect of which would tend to serious errors of 
diagnosis and treatment The more frequent lower tract ab 
normalities that may give nse to obstruction pain or infection 
of the upper tract may be classified bnefly as follows 

I Lcmer Irad Abnormal ties of Congentlal Ongttt 
Long t ght foreslw n 

Congenita! atres a or str cture of the urethral meatus 
Urethrocele or d vert culum 

Abnormal openings and fistuhe (hypospad as ep spad as exstrophy 
hermaphrod sm.) 

Posterior urethral valves in boys 
Contracture of neck 

II Acquired Condiitons of the Loaer Traci 
Nervous reflex 

Urethral stricture stone, or polyp 
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Prostatosemmal \esiculitis 
\esical stone, tumor, or dnerticuluin 
Spinal cord or cerebral lesion 
Prostatism 
Hyperplasia 
Cancer 

Contracture of the vesical neck 

The abnormalities of the upper tract, that give nse to ob- 
struction, pain, or infection, arc of much more importance from 
the standpoint of diagnosis and differential diagnosis is some 
times \ery difficult Primary and secondary conditions may be 
actixe m the same case the one congenital, the other acquired 
They may be classified as follows 

I Congenital Upper tract Abnormaltltes 
(a) Ureteral 

Anomalies of form and caliber 
Congenital v'ah es or folds 
Congenital strictures of meatus 
Ureterovesical c>sts 

Total relaxation or dilatation (megflio ureter) 

’Anomalies of division 
Double 
Triple 

Complete or incomplete diverticulum 
Anomalies of termination 

Into bladder neck or blind openings into bladder wall 
Into urethra 

Male Into seminal vesicles ejaculatorj duct vas etc 
Fcmnle Into vagmn vulva utefus etc 
Into intestine 
(f>) PcKnc and Renal 
Anomalies of form 
\nomalies of number 
Anomalies of size 
Anomalies of position 
Anomalies of vxiscutanzation 

II Icqitired Condthons of the Upper Tract Cowtin* Urinary Obstruction 

Reflux, or Stasis 
(a) Ureteral 
Stone 

Stricture and stenosis (1 focal [Hunner] or 2, local [as in 
pelvic inflammatorj, vesiculitis)} 

\alves or folds (in tortuous hjdro ureter) 

Kinks or angulations (from bands blood vessels, adhe 
sions) 
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11 Ac%uirei Conditions of the Upper Tract, etc (continued) 

Pressure from outside (pregnancy pelvic tumors etc ) 
Trauma 

UretCropelvic conditions with ptosis (valve, kmd fold, 
stricture) 

Ureterovescal conditions (stricture of intramural inflam- 
mation) 

(i) Pelvic 
Stone 
Tumor 
Parasites 
(«) Renal 

Tumor 

Ptosis ftjth kink or angulat on (from aberrant bands ad 
hesions or blood vessels) 

Discussion — For purposes of differential diagnosis of pain, 
abnonnaUties of the upper tract, as abo\e h«ted are of particular 
importance Complete routine urologic study is required for 
differential diagnosis and it is not infrequent that even these 
findmgs prove to be indefinite The methods of differentiation 
in ureteral stneture are quite various and most unsatisfactory, 
and most urologists at the present time make a diagnosis of 
stricture mostly on the evidence of the ureterogram, which 
should show dilatation of the ureter above the point of con 
stnction The differentiation of stricture from kinks and angula 
tions, due to adhesions or bands fixmg the ureter, and this with 
or without association with ptosis, is often confusing In addi 
tion to these definite obstructive causes of pain, which are the 
more common, there is a more uncertain group due to abnormali 
ties or conditions of the capsule and penrenal tissue, or to ab 
normahties of the unne secreted Edwin Beer has emphasized 
the significance of unc acid showers in the etiology of renal colic, 
and believes that, m many cases m which diagnosis of stneture 
of the ureter has been made, the cause of these painful attacks 
is not stneture, but shoners of unc aad crystals To quote a 
recent article (“Unc Aad and Uratic Stones m the Kidney — 
Unc Acid Showers and Their Diagnosis,” Surgery, Gynecology, 
and Obstetnes, 43, 442, 1926) ‘ I beheve that I am justified 
m saymg that m patients m whom the * ray, cystoscopic, and 



PAIN Ds DIEFEIIENTIAL DIAGNOSIS I163 

pyelographic studies have been negative, and who complain of 
typical ureter or kidney colics, if their urine is allowed to stand 
and precipitates uric add crystals, there is some connection 
between this phenomenon and the syndrome of which the patient 
complains.” 

Another important fact to be kept in mind in the differentia- 
tion of the catise of renal pain is that many ureteral stones fail 
to cast a shadow in the orthnarj' a:-ray pictures, and waxed-bulb 
exploration should be used as a routine in all such cases, because 
by it alone can a positive diagnosis be made. 

Summary. — ^From the above brief outline it is apparent that 
pain can in no case be considered pathognomonic. It is of value 
because it brings the patient in for exaimnation, and is an indica- 
tion for more complete study. Pain from disease of almost any 
intra-abdominal organ may simulate pain ordinarily regarded as 
tj'pical of any of the others. Assodated findings are of most 
importance, such as changes in the body temperature, in the 
blood, urine, and feces. The real difficulty in differentiation 
often arises in case all these assodated findings are negative. 
The differentiation of pain, possibly due to some abnormality of 
the urinar>' tract, requires a most careful and complete urologic 
investigation, and the differentiation of upper-tract causes, par- 
ticularly — such as capsular and perirenal conditions, ptosis 'ndth 
kink or angulation, ureteral stricture, invisible ureteral stone, 
or uric-add showers — requires most careful consideration. 
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DIAPHRAGMATIC HERNIA 

It is onl> WTlhin the last few >ears with the general use of 
xra>s, that preopera ti\c diagnoses haNe been made of dia 
phragmatic lesions The war brought man> traumatic hemiT 
of the diaphragm to the operating table and surgeons were im 
pressed with the fact that, pro\ided one side of the chest was m 
good condition, the other side could easil> be opened wnthout 
an> great danger to the patient 

Up to 1912, 6^0 cases had been reported Since then, a con 
siderable amount of space m the literature has been de\oted to 
reports of many different t>'pes It is interesting to note that 
the first successful!) operated case b> the thoracic route was 
in 1889 In Nerj few of the cases reported was diagnosis made 
before operation Often the lesion was not found until autopsj 
True hemiE must be distmguished from marked eventration 
of the diaphragm ^^^len the diaphragm is very thm and high, 
this differentiation ma> be quite difficult However, injection 
of air or gas into the peritoneal cavitj usuall) wtU bring out the 
line of the diaphragm m the x ray plate, and show the existing 
patholog) 

There are two mam types of diaphragmatic hernne the con 
genital, and the acquired or traumatic The congenital is again 
dmded into two t>TXJS the hernia with a sac, and the one with 
out Traumatic hernia;, unless small, have no peritoneal cover- 
ing, as a blow sufficient to break the diaphragm would also tear 
the pentoneal reflections covering the muscle It has been 
found that only about 10 per cent of diaphragmatic hernia, have 
sacs 

iifj 
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The location of the hemue m this region is interesting but 
easily explained anatomicallj Over 90 per cent are on the left 
side The thorax ma\ contain almost any of the organs of the 
upper abdomen In one of the cases here reported the entire 
Iner A\as found to be abo^e the diaphragm on the right side 
It IS remarkable hoi\ few symptoms an extensi\ e lesion of the 
diaphragm ma> produce As a rule patients do not come to 
the surgeon until the bowel has become obstructed or some 
other secondarj lesion has become unbearable For this reason 
hernias of the diaphragm undoubfedlj are much more frequent 
than is generally supposed Patients may receive a rent in the 
diaphragm coincident with some other severe traumatic lesion 
the obvious mjurj being treated and the hernia neglected It 
IS a regrettable fact that mjur> cases even in our best hospitals 
often receive onlj a hasty general physical examination 

The sjTTiptoms of diaphragmatic henna are vaned They 
range from those of complete intestinal obstruction to an occa 
sional gurgling m the chest Some cases maj have merely a 
slight dyspnea on exertion The physical signs also are varied 
and range from absolute flatness when a large organ is in the 
chest to almost normal findings when a small coil of intestine 
IS abov e the diaphragm Tbe greatest diagnostic aid is the * ray 

The treatment of lesions of the diaphragm is surgical The 
exception to this is the case m w hich paliiativ e measures may be 
instituted operation being refused or considered inadvisable 
Obstruction or strangulation of the organs involved is most to 
be feared I hav e had no expenence m the operativ e procedure 
in eventration of the diaphragm and do not believe manj of these 
cases call for treatment 

There are two routes by which diaphragmatic hennas may 
be successfullj repaired Either of these may be used alone or 
in difficult cases both maj be used The French have leaned 
toward the thoraoc route wJiiJe m this rountiy many surgeons 
prefer the abdominal The thoraac route I have found more 
desirable as the exposure from below is difficult and one has 
to work blindl> m enlarging the opening m the diaphragm in 
order to reduce the misplaced organs In the thoracic route it 
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IS sometimes unnecessar> to resect a nb as sufficient exposure 
may be obtained b> a long masion between two nbs, combined 
with sufficiently strong retraction Howe\er any amount of 
exposure ma> be secured by resecting one or more nbs The 
lung on the affected side is usuall> more or less contracted due 
to the abdommal pressure through the rent m the diaphragm 
There is, therefore, \ery little shock expenenced on rapidly 
opening the chest w all 

The following cases ha\e been selected to bring out inter 
esting points in different tjpes of lesions 

Case I is that of a young man of twentj six who entered 
the Santa Fe Hospital in January of last year with the follow- 
ing history Six months before he had been seized with what 
he thought was “acute indigestion ' He had se^ere epigastnc 






Fig 529 — Ca«c I Roentgenogram of the chest showing e\‘entration of the 
diaphragm 

piin which lasted for one week This was followed b> cramps 
and a burning pain at the “pit of the stomach ” which came on 
about an hour after eating The pain could be reliea ed b> taking 
bicarbonate of soda or a httle food The distress would some 
times become much less, but it always recurred and he had not 



n68 


^\A■yLAND A MORRISON 


been free from symptoms since onset Nausea recentl> had been 
present after each meal and he occasionally \omited a frothy 
sour matenal ^nth some relief Dunng the pre\nous year he had 
lost 20 pounds His appetite was poor and he ^\as very consti 
pated He had never had bladw stools 

His past historj was good except for a severe secondary 
anemia m He went to a large eastern clinic where he was 
told that his condition was due to lead poisoning At that 



Fig 530 — Case 1 RocntgenogrJ'n show ng eventrat on of the d aphragm 
v,h ch was mistaken for hern a The <1 aphragmatic line can be seen abo\e 
the stomach uhch is turned on itself Note penetrat ng ulcer on lesser 
curvature 

time he was given a gastro intestinal studj and was told he had 
a diaphragmatic hernia which was inoperable He also was 
giv en several blood transfusions and his anemia never returned 
At the tune he came under our observation he was an emaci 
ated joung man whose general physical examination was essen 
tially negative except for abnormal tympany over the region 
of the liver The laboratory findings were unimportant except 
for increased acidit> m stomach contents and 1+ albumin 
m the unne Gastro intestinal study with barium showed the 
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Stomach in the right thoracic cavity, and the condition again 
was mistaken for diaphragmatic hernia. He was put to bed 
and placed on small feedings, in hope of thus temporarily re- 
lieving his condition. SjTnptoms diminished and he left the 
hospital two weeks later. 

Six months afterward he was readmitted with return of his 
old symptoms. He was again studied This time 400 c c of 
air were introduced into the abdominal cavity before he was 
given the barium meal. About this time the patient developed 
an acute appendicitis, and wns operated. Exploration during 
operation disclosed practically the same findings as shown in the 
accompanying roentgenogram Even with the hand in the ab- 
domen, it was difficult to make a differential diagnosis. The 
ulcer on the lesser curv'ature could not be excised owing to the 
position of the stomach. However, since being placed on an 
ulcer diet, the patient has gained weight, and is practically 
symptom free. 

This case serv’es to show the difficulty which sometimes is 
experienced in making a differential diagnosis between an even- 
tration of the diaphragm and a diaphragmatic hernia 

Case n is that of a lineman, aged forty-four. Shortly before 
admission, w'hile working on a power line, his belt broke, and 
he fell 40 feet to the pavement. His right hip struck the ground 
first. He was unconscious for a while, but regained conscious- 
ness shortly after coming to the hospital. He complained bitterly 
of severe pain in the right hip and lower back. 

His past histoiy’ was negative except that once before he 
had fallen from a pole and fractured several ribs on the right 
side. Physical examination show’ed a well-de\'eloped man suf- 
fering from a comminuted fracture of the left radius, lower 
third; compression fracture of the second lumbar vertebra; frac- 
ture of the right acetabulum, involving ilium and ischium; 
fracture of the right femur at neck; lacerated wound above the 
nght eye. The general physical c.xamination, made by the in- 
terne, showed normal chest findings. 

The patient gradually recovered, except for non-unton of the 

VOl. 7 — 74 
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neck of the rjght femur He was operated by an orthopedic 
surgeon one year after the acadent Three months later he 
developed a high temperature withawhite cell count of 20,000 
The right chest was found to be flat Attempted aspiration only 
obtained bright blood arRay fmdmgs are sho\\n m the ac- 
coinpanymg roentgenogram 



Fig 531 — Case 11 Roeatgenogram of chest showing Ijver in thoracic cavity 

A diagnosis of acute appendicitis ^as made and operation 
performed The patient had generalized peritonitis The ap 
pendLx uas gangrenous He died a few dajs later Autopsy 
disclosed the entire li\er m the right thoracic cavitj This case 
IS especiallj mteresting owing to a lack of symptoms in spite of 
an almost complete tear of the right dome of the diaphragm 

Case in IS that of a house wife of thirty nine who had had 
trouble with her heart for several years She compUmed of 
shortness of breath when walking or lying down Sometimes she 
had a choking sensation m her throat Often her feet siielled 
and her face became puffy Occasionally at night she had 
choking spells at i^hich time her lungs filled up until she could 
not breathe and had to nse and walk about to get relief She 
was troubled ^nth constipation, and was forced continually to 
take cathartics Past history was unimportant 
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Examination disclosed a short, fat, JeiMsh ^oman, her head 
and neck normal, chest well developed, lungs negative Her 
heart extended 11 cm to the right in the fourth interspace, 
and dj to the left The heart sounds were distant, but clear, 
the abdomen tympanitic throughout Liver, spleen, and kidneys 
were not felt There was a distinct tenderness in the nght 
lower abdomen, but no masses or other tenderness were noted 



Fig 532 — Case III Roentgenogram showng stomach in left chest This 
case also has a dextrocardia 

X-Ray examination of the chest showed the heart to be on 
the right side, and moderately enlarged There w as a gas bubble 
in the left chest, at the level of the base of the heart Gastro 
intestinal study showed the stomach to be in a \ertical position 
in the thoracic ca^^tJ There was a well formed cap pointing 
downward At the end of three hours the stomach was empty 
A six-hour plate show ed the barium in the t^ans^ erse colon This 
ca'm was studied twice, and it is interesting to note that in the 
first study the splenic flexure was abo^e the diaphragm, while 
in the «KJcond it was below* The stomach was m the same posi- 
tion in both instances 
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In View of the absence of any trauma, this case is apparently 
a hernia of the congenital type Her symptoms undoubtedly are 
cardiac in origin She also is a confirmed neurasthenic Owing 
to these facts, and the technical difficulties nhich would be en- 
countered in a woman of her build, operation was deemed m 
advisable The dextrocardia is interesting because of its ranty 

Case IV IS that of a white adult of thirty nine, a bricklayer 
bj occupation While working on a building he fell two stones 
to the ground On the way down he struck a beam, crushing 
the left side of his chest He was immediately taken to the 
hospital 



Fig 533 — Case I\ Rocntgeno^am shoeing splenic flexure of colon passing 
through diaphragm on tett side 

Phjsical examination disclosed a well developed and well nour 
ished man, lying quietly m bed but having difficulty in breathing 
His respiration was 24 and irregular, his pulse 90 and of good 
quality, his temperature 97 8® F , blood pressure 140/75 Head 
and neck were normal The chest showed fractures of the 
seventh, eighth ninth, and tenth nbs on the left side There 
was a 3 inch lacerated wound m the region of the fracture, with 
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a fragment of one rjb wsible The left chest was flat to per- 
cussion, and breath sounds were absent There was exquisite 
tenderness oAer the left kidney, but no bulging Abdominal 
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muscles ^\c^e slightl) ngid, but no shifting dulness was found, 
and no abnormal tenderness 

Unnaljsis showed a trace of albumin a trace of sugar, and 
a few blood cells microscopicall> The blood count was as fol- 
lows Hemoglobin 85 per cent red blood cells 5,610,000, 
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leukocytes, 14,151; polymorphoniiclears, 84 per cent. ar-Ray 
examination disclosed an eilusion of the left chest and the frac- 
tured ribs 

The left side of the chest ^vas immobilized with resultant re- 
lief of most of the symptoms A few days later the chest was 
aspirated, and 200 c c. of bloody fluid removed This was re- 
peated again in a few days, and by the end of six weeks the left 



Fig 535 

chest was tj-mpanitic, and the breath sounds could be faintly 
heard There was, howe\’er, an occasional “gurgling sound” 
in the chest, and a diagnosis of hernia, ^vhich had been sus- 
pected, was confirmed by x-Jtay Bndings The accompanying 
roentgenogram (Fig 533) shows clcarlj' a portion of the splenic 
flexure of the colon in the left thoracic cax-ity. 

This case is one that is ideal for surgical treatment. The 
patient is placed on the table on his right side. A sandbag is 
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put in place along his back to keep him from rotating, and under 
the right side to separate the ribs. The entire left chest and 
upper abdomen are prepared. The abdomen is co\ered with a 
sterile towel. 

A long incision is made to the pleura between the se^enth 
and eighth ribs, and is carried well forward. In this case the 



Fig 536 


ribs arc well separated. The intercostal muscle is cut, the 
pleura opened by a small nick, and the pressure slowly equalized. 
Positive pressure anesthetic should be available at this point, 
if neccssarj’ The pleura is then opened to the size of the skin 
incision. It is possible to get sufiident exposure in this case 
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without a resection of the nbs Edges of the w ound are strongly 
retracted The protruding bowel is easily accessible The 
opening m the diaphragm is carefully enlarged, and the bowel 
replaced in the abdominal ca\ity In case reduction is difhcult 
the patient could be slightly turned and a high incision made 
into the abdominal cawty The traction could thus be easily 
made from below 

The edges of the opening are freshened and the wound in the 
diaphragm is closed by suture wth chromic catgut The type 
of stitch IS immaterial, as long as the approximation is good 
The chest wound is dosed without drainage As much dvr as 
possible IS remo%ed by suction through an aspirating needle 
The remaining air m the thoracic cavity is later absorbed, and 
the lung assumes its normal (unction 

Diaphragmatic hemi'e m tbemsehes do not necessanlj cause 
any great amount of discomfort.but.inMeivof the grave danger 
of strangulation, prompt surgical repair should be done Cases 
should be carefully selected and the surgeon should not hesitate 
to use both the thoracic and abdominal routes if necessary 
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A SUSPENSION TECHNIC IN THYROID-GLAND SURGERY. 

SARCOMA OF THE THYROID GLAND. CARCINOMA 

OF THE THYROID GLAND 

A SUSPENSION TECHNIC IN THYROIP-GLAND SURGERY 

This mommg ne intentionally did not bring m our first 
patient, until I had a chance to explain to you the principles of 
the technic we have been using m our goiter work 

For some > cars, in> brother, W B McNerthney, and myself 
have been developing helpful features m our goiter technic, and 
at the same time eliminating what seemed unnecessary steps 
You vnll notice the operating table has been supplied with a 
speaal ratchet, so that the lips of the goiter rack sit obliquely. 
The goiter rack is made of a 3/8 inch, square steel bar We se- 
lected the square type of goiter-bar, because a square mouthed 
clip fits it snugly and firmly You will see dunng the course of 
operation how these clips hold in place our special drapes (Fig 
537) 

The next features are the clip hook tenaculum, and the two 
lateral spnng swivel retractors, all going to make up what might 
be called a suspension tcchnic (Fig 538) Drapes, skin and 
muscles can be hammocked up and out of the way dunng any 
thjroid operation 

The pnnciplcs of the method were developed in a penod of 
neccS'sii\ — not from choice Todaj the technic proves so simple 
and practical tint it is retained and becomes a method of first 



SUSPENSION TECHNIC IN THYROID-GLAND SURGERY 1 1 79 


choice It is strikingly interesting to see how attention to minor 
details can make a hazardous major operation a safe and simple 
procedure with even better CTposure, and all accomplished with 
less help, which is no small item in many hospitals. Sometimes 
just a little change or improvement in technic means so much in 
the end-results. You all know what Plummer did in goiter work. 
He showed us what a little diange in technic, even in an incom- 
pletely iodized thyroxin molecule, by the use of Lugol’s solu- 
tion, would do in exophthalmic goiter. Just a small change in 
technic giving better wound exposure prevents many of the 



Fig 538 — a, Exposure by use of hook tenaculum and swivel spring retractors, 
b, construction of swivel spring retractor 


surgical disasters that occur in operative surgery of the thyroid 
gland The skin, subcutaneous tissue, and platysraa are the 
surgical diapcdes that musl be held out oi the way during any 
thyroid operation. This is easily done by the use of the clip 
tenaculum (Fig. 539). 





Fiff MO — ^SLin and plan:sni3 are hammockrd as in Fj^ 539, and the aurhor’s 
method of retraction p>es uniforrn expoure to the thxToid gland 

SARCO^U OF THE THYROID 

Sarcoma of the thvroid is rare. WiUon, of the Ma>o Clinic, 
called our attention to the fact that American surgeons were 
failing to report malignant tumors of the th\ roid gland. Only 
971 malignant tumors had been reported by them up to August, 
1921 In the last few jears a great number of surgeons and 
pathologists ha\e been looking for that condition, and a care- 
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Fjf 539 — a Afw clamping thft sUn edges Kith towels the upper 
flap 15 grasped with tenaculum and ciacnped to goterracl. by authors 
special clasp ^ Clip hook tenaculum 


SARCOMA OF THE THYROID I 1 S 3 

domen sho\\s 5ome\\hat enlarged liver, gall-bladder is tender. 
The right rectus is somewhat rigid. No epigastric or other hemi®, 
Vagmal examination shows a quite marked cj’stocele Unne is 
free from albumm, sugar, or pus Shoi\s few h> aline casts 
Blood Wassermann negative Basa\ metabolic rate, -bl-i 



Fig 542 — Sarcoma of th> roid gland S(^ctlon through specimen Note the 
calcified arc.is and sarcomatous tissue, surrounded b} ucll-defined capsule 

Complaint. — This long-existing goiter now suddenl) , -nithout 
naming, has begun to grow rapidly, producing pressure and 
coughing spells, especially when patient is Ijing in a certain 
position Neuralgic pains arc present in left shoulder It is in- 
teresting to note that this patient complains of a sciatica of the 
left hip, causing a distinct limp The significance of this is im- 
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portant from the rvell-kno^vn fact that thyroid tumors gi\-e rise 
to bone metastasis in the vertebras, even producing pathologic 
fracture of the neck of the femur The neuralgia in the patient’s 
arm has become so unbearable that the patient has sought 
relief. 

Operation. — With 5 per cent, novocain we will block the 
nerve supply to this goiter Thenervuscutaneus colli arises from 



Fig 54? — Section through solid area, showing spindle-cell sarcoma mxading 
the colbid area 


the second and third cer\ncal ner\’es It climbs the posterior 
margin of the stemomastoid muscle, and passes transversely for- 
ward, supplying the platj'sma, in part, and a large cutaneous 
area on the anterolateral surface of the neck Drop a vertical 
line from the center of the mastoid process, meet this mth a 
transverse line from the mental protuberance of the inferior 
maxiUarj' bone, and exactly at the intersection of the two lines, 
within an area the size of a ten-cent piece, will be found the 
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nerve. There we place sufficient novocain solution to intercept 
the nerve trunk. Each goiter-pole we also infiltrate with suffi- 
cient novocain to anesthetize these areas 

In our goiter work we always select the presternal notch as 
a fixed anatomical point, and the clavicles as the crossarms. 
By extending our incision equal distances nght and left oi the 
presternal notch, and a little above the clavicles in a natural 
crease of the neck, the scar is not objectionable 




Fiff 544 — Microscopic <sect»on of calcified area in center of sarcomatous area 

Ijiasion — Now u e have the sUn, superficial and subcutaneous 
layers, dissected up We tie every small bleeder Our scheme of 
relraction places the flap before us during the whole operation so 
that no bleeder escapes us Now the skin and towel are clipped 
together with these small towel-clips, and veiled backward over 
the rack in front of the patient's face, and pulled taut. This 
lifts the skin and platysmaw'cU up This is, as you see, pinned 
above by the use of the special clip. Now at this point we 
grasp the center of the upper flap with our clip tenaculum 
(Fig. 539) and it is cla«;pcd up on the goiter rack. You see, this 

\QU 
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greatlj increases the Tvorkmg area and the skm flap is ^\ell out 
of the \\ay until our operation is nearly completed 

Our wound is free of any metallic matenal which gives 
greater freedom to the finger s touch as I sweep my fingers under 
the sternohyoid and sternothyroid muscles and over the surface 
of the gland separating exploring and locating the normal and 
pathologic points of interest The nbbon muscles of the neck 
are now well separated and as you see somewhat flacad so it 
will be unnecessary to divide the muscles ^^e slip the blades 
of the lateral sprmg swn\el retractors in close to the gland 
under the capsule and nbbon muscles of the neck and the 
\ ertical bar of our goiter rack furnishes a splendid support for the 
chps of our swivel retractors Notice the spnng retractor hold 
mg the wound wide open as if held by hand (Fig 538) 

This type of retraction elumnates one or tivo assistants 
which IS qmte an important factor m some of the smaller hos 
pitals You see how these few simple measures faahtate the 
surgical treatment of goiter 

I believe we can remove the gland without dividing the 
muscles \\ ith our upper flap up and out of the w ay see w hat 
splendid exposure we have especially of the superior pole 
hen the superior pole IS exposed freed andhgated the hardest 
part of any thyroidectomy is completed In exophthalmic goiter 
a segment of that portion of the thyroid is too frequently left 
and accounts for recurrence 

This hard door knob type of goiter with distinct capsule and 
calcareous deposits in the center looks and feels malignant 
The frequency of mahgnancy of the thyroid gland like 
cancerous disease in general is proportionate to the number 
of patients drawn from the fifth to the seventh decade of 
life 

This IS espeaally true m pioneers of the Pacific Northwest 
With the approach of old age there are frequent areas of calafi 
cation m these thyroid glands They seem to us to act as con 
stant imtants to the thyroid tissue and irritation is probably 
the most causative factor m mahgnancy Tou wall remember 
that Balfour called attention to a number of cases of malignancy 
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occurnng m large thyroids that had been treated previously by 
injections of \anous irritants 

\ou see we ha\e taken away practically all of the thyroid 
gland leaving \ ery Uttle of anything except the posterior cap 
sule and the vitally necessary parathyroids We know the 
recurrent laryngeal nerve is uninjured for our patient s voice is 
good and there is no impairment of respiration 

The postoperative treatment of these aged goiter patients is 
most important This patient will be put on a Fowler bed 
She will be given fluids as best tolerated We will if necessary 
resort to intravenous injections of glucose and insulin as a life 
saving postoperative measure This operation should extend 
the patient s life one to three years 

CARCINOMA OF THE THYROID GLAND 
Carcinoma of the thyroid gland is intertwined with embryonic 
fetal cell life Mclcncy of Pekin China has well said ‘ The 
thyroid gland continues to claim the interest of many branches 
of medicine because of the secrets hidden m its physiology and 
pathology 

It IS not now a secret but a well established fact that ad 
ministration of lodin to the pregnant mother prevents the devel 
opment of fetal adenoma in her off spnng A very high per 
centage of these cases of malignancy onginate in fetal adenoma 
History — JIrs T age sixty seven Mother of four chil 
dren all living and well No evidence of goiter in any member 
of the family This patient too has lived in the Pacific North 
nest since ehiJdheod She « as bom m one oi the European 
goiter distncls As long as she can remember she has had a 
small growth of the thyroid glmd It remained dormant all 
of her life until 1914 when it grew rapidly and she had it re 
moved elsewhere 

Physical Examination — ^Thc malignant recurrence of carci 
noma is apparent to v ou all The usual contraction of the pupil 
and narrowing of the palpebral fissure due to the paralysis of 
the ocular branches of the svmpathetic nerve so often found 
in this condition arc absent 
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Hotte%er note this smill tumor mass external to the stemo 
thyroid and sternohyoid muscles 0\er her chest we see again 
the distension of superficial chest \eins 



F p 545 —Care noma of t"! ro <J gland 




CARCINOiLA or THE THVROID GL.\^D I1S9 

On percussion her right supraclavicular region gives a marked 
dulness— doubtless due to the substemal location of the right 
lobe The location of the gro^ th is confirmed by the fiuoroscope. 
The trachea is markedly di'^placed to the left Her heart is 
negative, sounds are good pul^isslow 

Abdomen, espedally the liver, is free from any palpable 
nodules or growths x-Ray shon:> no evadence of metastasis in 



rig 547 — A two endothelal cell* of the thin walled blood space are 
«c«n B shows tuiror'Cells freem the blood space while at C, a mass of tumor- 
cells are extending into the blood-«.pace from the out«.ide At D, tumor -cells 
are •^paratcd from the blood ^^pace b' stfv delicate connecttre ti-.sue «ug 
gc«ting that slight pressure (swallowing) might break the \-es-eI wall and re- 
lease lire tumor-cells in the general tdood stream £ «hows the delicate t\'pe 
of embtvonic connectire ti'-oe. holding together the clumps of epithelial celU 
There is no ctndence of colloid formation 

the chest, vcrlebnc or long bone» Blood Wasserman negative 
Batal metabolic rate is i-12 

Complaint. — The outstanding complaint is, obstructed breath- 
ing radiating pvins in her arms and chest She came to the 
hospital, begging for relief of the unbearable pressure that is, 
rapidly encroaching upon her trachea 

Dr I'gan givc> the patient a light nilrou^-ovidc anesthcssia 
Dr Egan is a pupil of Dr John Lundv formerly of Seattle, but 
non chief of the Department of Anc'«thc>{a Mavo Clinic 
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We ha\e everything ready, and are prepared to do a trache 
otomy should the occasion demand In this case we have no 
positive knowledge of metastasis m distant organs, but even then 
and always, tmless at a tennmal penod, repeated operation is 
justifiable in malignant goiter growths 

We shall make our inosion higher than in the non malignant 
type of goiter We now take off the small thyroid muscles, with 
the malignant nodule that is external to them 



Fig 548 —This shows a high inagnilication o( area 3 Fig 547 The 
epthelial cells do not show follicle formation wjth collod Many of the 
nuclei show hvperchromatos s 

\\ ith our upper flap well held up and out of the field, this 
gi\es us a splendid exposure Kocher the real father of goiter 
surgeiy was remoxing malignant goiters m 1911 \Vhen I 
\isited him at Berne Switzerland the principles he — taught earlj 
remoxal of benign growths early extirpation of suspicious 
growths before the capsule has ruptured — we adhere to today 
We here remote this large growth without getting into a 
large \ enous sinus 'W e are always prepared for a se\ ere hemor 
rhage in this tjpe of gland Should we get into a large \em 
and be unable to ligate or control the hemorrhage, we immedi 
ately place in the space occupied by the goiter a corresponding 
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sized spool of tape that has been dipped in sterile dentaUamish. 
This makes an excellent method for producing constant compres- 
sion, and readily stops the hemorrhage Later the tape is nith- 
drawn from the center of this spool, and the space is gradually 
obliterated 



Fig 549 — Carcinoma of tb>roid vith mass of calcified area, also showing 
calcified area severed transverse!} resembling lumen of tnehea 

Just a uord of ttaming— I just to mention one more 

point in rcmoN'al of maiignant goiters. It is this- That the calci- 
fied areas throughout the gland look and feel like trachea. 
WTicn se\cred transversely, one of the=e calcified masses has a 
distinct, calcareous rim ^\ith eTca\-ated center, and it strongly 
resembles the trachea The trachea is nearly aluays displaced 
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in cases of malignancy of the thyroid and it is well to bear this 
point in mind as it may pre\ent a fatal shock to the patient and 
shell shock to the surgeon 

It ^ as our privilege to get the gross specimen from the original 
thyroidectomy in 1914 It proved on microscopic examination 
to be a fetal adenoma with begmning area of carcinoma Dr 
JIcCoU our pathologist reports the specimen we ha\e just re 
mo\ed to be positne carcinoma 

If you will examine microscopically a series of these malig 
nant thyroid specimens you will often find tumor cells free in 
the blood spaces and again tumor celk are separated from the 
blood spaces by a \ery delicate connective tissue suggesting that 
the usual massage given b> some modem cults is a very bad 
practice as it too often releases live tumor cells mto the general 
blood stream 

In our own cases of malignancy of the thyroid especially the 
sarcoma we could not help being surprised at the limited degree 
of cachexia certainly not any th ng compared to malignancy of 
the alimentary canal 

However metastasis is not uncommon and often shows some 
marked peculianties It was Zadek who reported a pathologic 
fracture of the neck of the femur due to thyroid metastasis and 
It was Bennie called our attention to the fact that metastasis 
is occasionally caused m the intestines The masses appear as 
polypoid growths and have been known to cause acute intes 
tinal obstruction 

In one of our own cases of fetal adenoma there was a marked 
disturbance or absence of some very vatal internal secretion 
Her whole human masonry seemed to crumble and she suffered 
a number of pathologic fractures We removed her fetal aden 
oma and her structural skeleton was soon restored to normal 
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CONGENITAL INTESTINAL OBSTRUCHON: ATRESIA OF 
JEKJNUM. REPORT OF TWO CASES 

Congenital obstruction, or atresia of the intestine in the 
newborn is sufEcienlly rare, and its etiology' still attended with 
so much discussion, that it seems worth while to present a 
clinical study of the following case 

This patient was bom at Reno, NcNada, on Apnl 22, 1927, 
full term, normal deUaery There is said to haae been an e^ces 
si\e amount of amniotic fluid, and also an excessiae amount of 
Ncmix caseosa There were no external signs of abnormality 
on the infant, who appeared to be perfectly well dunng the 
first twent> four hours There was no meconium passed by 
tectum 

Apnl 23d Took breast milk and water dunng the da> 
Appeared entirel> well, except that there were no bowel move 
rnents In the evening, the babj vomited matenal which is 
said to have “looked like meconium ” 

Apnl 24th Throughout the da> the child appeared to be 
entirelv well, took water and breast milk which were retained 
Still no bowel movements 

April 25th Given olive oil enema m the morning and also 
colon imgalions as far as possible It was noted that onlv 
about 1 or ounces of malcnal would enter the rectum, and 
It was then relumed Some fragments of inspissated mucus 
were obtained, which were said to have been quite hard in char 
acter Dunng the morning the child was also given castor oil 
but this was vomited shortly afterward Later m the day some 
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brownish material was passed by rectum, and the bab> contin- 
ued to vomit small amounts dunng the evening 

April 26th Continued xomitmg small amounts throughout 
the day No further passage from the rectum In the evening 
the child was taken to San Frana^ by tram, where it arrived 
on the morning of the 27th 

Examination at the hospital showed a five day old baby, 
well developed, and apparently in good condition The child 
was vomiting small amounts of brov-nish material which looked 
like old, curded milk, but did not have a foul odor While 
under observation some shmy, brown matenal was passed from 
the rectum — only a small quantity Visible peristaltic waves 
were present over the abdomen, which was moderateI> distended 
The waves seemed to pass from the left to the nght, in the upper 
abdomen and down toward the nght flank The child occa 
sionally cried out as if in pain, but most of the time was quiet 
There were no evidences of malformation or abnormalities as 
far as could be seen 

The uvfant was immediately given injections of S per cent 
^ucose into each axilla, 100 c c m all, preparatory to opera 
tion In vnew of the absence of definite bowel movements, and 
the persistence of vomiting a diagnosis of congenital intestinal 
obstruction was made The fact that some bowel movements, 
which were of a brownish color, had appeared following treat 
ment, however tended to complicate the diagnosis This point 
mil be referred to again later It appeared evident that the child 
was suffering from a complete, rather than a partial obstruction, 
for the rebel of which operation was decided upon 

Operation — Midlme incision is made ev en with the umbihcus 
On opening the pentoneum a widely distended portion of the 
mtestme, at least 1 inch m diameter, immediately presents 
This IS drawn out of the wound with care and followed distally, 
and IS found to terminate m a rounded end, something like the 
end of a test tube The mesenterj appears perfectly normal 
and terminates also at this pomt, from which it can be traced 
to the mesentenc attachment On drawing up this blunt end 
and looking into the abdomen, the pronmal end of the distal 
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portion of the intestine is seen. This portion of the intestine 
is about i inch in diameter and is supported on the mesentery, 
which abruptly terminates in exactly the same manner as the 
other portion (Fig. 550). The remainder of the ileum is coiled 


Fig 550 — The pin in the upper part of the picture is through the stom- 
ach, attached to which can be seen the rudimentary omentum The three 
large loops of intestine seen in the foreground represent the upper jejunum, 
which terminates at the bottom of the last loop The gap between the two 
portions IS well shown 

The remainder of the small intestine is seen just to the right of this 
gap, and in the space between the first and second loops of jejunum 

The small calilicr of the transsxrse and descending colon is «ccn from the 
portion of colon shown between the spleen and the first loop of the jejunum 


in the left lower quadrant, and uniformly of verj’ much smaller 
than normal size Further exploration is not done. 

The upper end of the collapsed small bowel is anastomosed 
to the distal end of the proximal, dilated segment with a lateral 
anastomosis. There is great tcdmical dlfliculty in making the 
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anastomosis on acrount of the extremely small size of the distal 
segment 

To insure the patenty of the anastomotic opening, a small 
masion is made in the side of the proximal dilated s^ent, 
and a Mayo clamp is passed through this incision and through 



Fig < 5 ! -—The mesenteric attachment of the intestine has been divided 
The distended loop of bo’ivel extending from the stomach to the point of 
atresia is shown The remainder of the jejunum is somewhat contracted 
longitudmall) as weJi as in transverse diameter The small appendix is seen 
pointing toward the termination of the Colon A rudimentary omentum is 
seen suspended irom the transverse colon 

the anastomotic opening into the dtstal segment The blades 
of the Jfajo clamp arc spread sometvhat and it is noticed that 
the wall of the contracted portion stretches quite readily, but 
IS so thin on stretching that the blades of the clamp are clearly 
\TSJble through the walls of the mtcstme The small opening 



CONGENITAL INTESTINAL OBSTRUCTION H97 

in the side of the dilated portion is then closed, and the abdomen 
closed with through and through dermal sutures, without 
drainage 

TolloiMng the operation, the child received 40 c c of normal 
saline, 20 c c in each thigh and the stomach was washed while 
still under the influence of the anesthetic In the e\ening the 
stomach was washed again, and considerable material, which 
appeared like curded milk was washed out The baby’s pulse 
was poor, she was cyanotic, and breathing was of the short, 
panting type Following the gastric lavage there seemed to be 
an improvement in the pulse and respiration 

Later m the e\cning, 3 per cent glucose was mjected mto 
each axilla The condition of the child had appeared to be 
fairly good, but she expired suddenly at 1 A M (fourteen hours 
after operation) 

Autopsy — Bab) , five days old Body heat still present 
No postmortem ngidit) Abdominal caaity opened through 
the old opcratiae incision, which was extended No abdoinmal 
fluid Peritoneal surface of the abdomen w as perfectly smooth 
and glistening The site of the anastomosis appeared clean 
Ihc edges of the two portions of gut were glued together with 
aciy fine fibnnous adhesions 

The entire small intestine from the anastomosis down, a\as 
coiled up on the left side and in the left lower quadrant The 
small intestine was xeiy much smaller than normal, bemg about 
the diameter of a 20 F catheter Most of the right side was 
occupied b) the large loop of proximal jejunum, which extended 
down to the anastomosis, a length of about 14 mches The 
entire colon was l)ing against the abdominal wall and appeared 
like a thm cord, about { inch m diameter The omentum was 
small and rudimcntar) There were no other caadences of 
abnonnalit) 

The entire intestinal canal below the anastomosis was opened 
longitudinall) , and found to be free from an> further constric- 
tions Tlie ruga, of the mucosa were arranged longitudinall) m 
folds, which appeared more redundant than usual The lumen 
contained particles of material which looked like 1%-pical mccon- 



lips ALA^SOV TVEEKS, G D DELPRAT 

lum being greenish m color and slimy in character These par 
tides were collected A plug of this material occupied the ileo- 
cecal region and seemed packed against the ileocecal vahe 
This matenal was faintly positive for bile but strongly positive 
/or blood which was undoubted!} due to blood which had 
passed down from the region of the anastomosis The contents 
of the colon however appeared to be more whitish being in 
spissatetl mucus evadenlly and containing also some very pale 
green material This was analyzed for the presence of bile and 
proved to be negative There was none of the bromiish mate 
tjal present in the colon which the child had passed before 
operation the reason for this probably being that the contm 
ued JIurphy dnp and colon flush had removed it entirely 
This case calls to mind a baby six days old upon whom one 
of us operated in J916 uho had a congenital obstruction of the 
duodenum and suggested at first a diagnosis of pylonc stenosis 
However the condition came on sooner than is usual m cases 
of pylonc stenosis There was evident dilatation of the upper 
abdomen and marked peristaltic waves and a large amount of 
vomiting which contained bile Operation on the sLxth day 
of this child s life showed a great!} dilated stomach and dilated 
first and second portions of duodenum in fact the appearance 
on opening the abdomen was that of a large hour glass stomach 
the constnction between the two dilated portions being caused 
by the pylonc nng The obstruction was seen to be behind the 
mesentenc attachment being in the third portion of the duo 
denum The jejunum at the ligaments of Tnetz was worm like 
and collapsed as was the rest of the alimentary canal The 
appearance of the intestine in this case was exactly the same 
as that of the more recent one The jejunum was brought up 
and anastomosed to the stomach in the t}'pical manner of a 
gastro-enterostomy The same extreme difficulty was encounl 
ered in forming this anastomosis as was mentioned before bemg 
due to the very small caliber of the collapsed portion of the in 
testme However the outcome was more fortunate m this 
case than m the other one for the child recovered from the 
operation and is living and well today 
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The oldest case of this type on record is that of Osiander/ 
1797, and a second was reported in 1808 by Aubery.^ A re- 
view of the literature up to 1901 was made by Louise Cordes, 
and a series of 57 cases presented. Spriggs, * in 1912, collected 
a series of 328 cases, and, since then, cases have been reported 
with increasing frequency. 

Any portion of the alimentary canal, apparently, may be 
the site of an atresia, from the esophagus to the anus, although 
certain regions seem to be predisposed. The majority of cases 
appear to he either at the duodenum or in the jejuno-ileum and 
ileocecal regions. Multiple constrictions are occasionally en- 
coimtcred. Sixty-four cases, or 20 per cent, of Spriggs’s series, 
were of this tj'pe. 

The tjTc of obstruction may show considerable variation. 
Sometimes there is merely a narrowing of the lumen of the 
intestine for a short distance, with all the structure of the in- 
testinal wall undisturbed. Cases of this t>’pe, of course, might 
easily go on to spontaneous cure, and never be discovered except 
for other reasons. The case of multiple constriction of the 
small intestine presented by Emanuel* showed several con- 
strictions of this l>pe. 

In other cases, there may be a distinct septum of mucous 
membrane stretching across the intestine, blocking the lumen 
completely. Of such a t>Tx; is the imperforate anus, but similar 
conditions may obtain higher in the alimentary canal. 

In still other cases, the constricted portion of intestine may 
appear to be drawn out into a fibrous band, which may be 
entirely free from the normal constituents oi the intestinal 
wall. This seems to he the more common type of intestinal 
atresia. 

Again, the two ends of intestine may be unattached to each 
other, but supported on a mesentery* which has a thickened 
edge where the gut is absent. It is more unusual for the di\’i- 
sion of the intestine to extend down and involve the mesenterj', 
as in our case, where there is a complete dmsion of the mesen- 
tciy down to the mesenteric attachment over the great vessels 
of the abdomen. Regarding the contents ol the intestine below 
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the obstruction, some very interesting observations have been 
made When the obstruction is below the papilla of Vater, it 
IS difficult to understand how bile could be present in the distal 
segment Cases ha\e been descnbed of anomalous distribution 
of the bile ducts, m which branches of the common duct supplied 
bile to a point in the duodenum below the papilla In other 
cases, however, there has been no connection between the bile 
passage and the lower segment, and, jet apparently typical 
meconium was passed by rectum Enough cases having a con- 
genital intestinal obstruction below the papilla of Vater and 
having typical meconium appearing in the stool, are on record 
to indicate that bile is not an essential element of meconium 
The oft quoted cases of RoIIeston* of congenital obliteration 
of the bile ducts and with a first stool of meconium, and of 
Foster* of congenital absence of the Iner, with first stool of 
meconium, support this view The explanation that bile passed 
into the intestine before the obstruction developed, seems im- 
probable Bile secretion commences at the third month of fetal 
life, and it is almost inconceivable that such a striking congenital 
abnormality in the mtestme should not be present before that 
time 

The intestine above the site of obstruction is invariably dis 
tended, and the walls hypertrophic The intestine below the 
obstruction is invanably collapsed throughout its entire extent, 
and, having lacked the stimulus of penstalsis, is very weak and 
underdeveloped The expression “worm like,” which has crept 
into the literature and aj^hed to the appearance of the distal 
collapsed portion of the mtestme, is very apt 

Symptoms of atresia of the mtestme vary with the location 
of the obstruction In altesu of the esophagus or duodenum, 
there is early vomitmg immediately after feedings, and the con- 
dition may be distinguished with difficulty from congenital 
pylonc stenosis If the obstruction be below the papilla, the 
vomitus would contain bile In contradistinction to pyhnc 
stenosis, the condition is present immediately after birth, and 
not developed several dajrs later as in the latter disease The 
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majonu of infants of the Cordes ^ncs died at the third fourth 
and fifth Ad.\ Some hoTve\eT, li\ed mne days 

In this ca«^ the peristaltic ■wa^es were \er} different from 
tho'C «een in p\ lone steno'sis In pjlonc stenosis the vra\es are 
found pa'^smg from left to right m the upper abdomen, and are 
ne\ er below the umbihcus and ^^eldom far on er m the nght upper 
quadrant In atresia of the mtestme, however the wavea are 
produced bv a much larger portion of the alimentary canal and 
may therefore occupy a correspondingly larger portion of the 
abdoimnal cavTtv In our ca-^e the penstaltic vsaves were well 
below the umbilicus on the nght side 

W ith obstruction lower down m the 3 e 3 unum or ileum a con 
siderable amount of noun'^hment may be taken before vomiting 
occurs The reason for this being that the portion of mtestme 
abov e the obstruction is greatly dilated and has a considerable 
capacity The absence of bowel movements are always signifi 
cant The presence of some meconium m the stool mav be mis 
leadmg as it was m our case for it leads one to suppose that the 
obstruction is not complete 

It has been stated by some wnters that anuna is a prominent 
symptom on account of the lack of absorption of flmds from the 
short mtestme into which the fluid is received Our case how 
ever voided shortly after birth and as far as we can judge 
from the nur^ s statement was entirely normal 

\ brief word regarding the theories of the cause of this 
ty’pe of congenital mtestmal obstruction 

In 1SS7, a theory was advanced supported by Theremin 
that there occurred a fetal pentomtis which had given nse to 
bands of adhesions that were den«;c enough to strangulate and 
divide the mtestme in certain localities and then subsidmg so 
completelv that no traces of the disease were later to be found 
This thcorv , of course is inadequate on the face of it EspcaalK 
as other ‘sequela would occur following a pentomtis as advanced 
as that 

Bland-Sutlon « in 1889 studying ca'Jcs of imperforate ileum 
was struck with the fact that congenital phenomena of this tyjvc 
occurred m regions which were the sites of important embrvo 

\-ou 7 — 6 



1202 


ALANSOV WEEKS, G D DELPRAT 


logic events Atresia of the ileum was attributed to excessive 
involution of the vitelline ducts the mtta abdominal portions of 
which are sometimes seen persisting as a Meckel s diverticulum 
If the mvolution of the intra abdommal segment of the vitelline 
duct IS excessive the result would be not a Meckel s diverticulum 
but a depression or a hollow at the same region or if the mvolu 
tion extends still further even a separation of the intestine into 
two portions m this particular region 

He pomted out further that imperforate pharynx occurs at 
the region in the alimentary canid where the foiegut unites with 
the stomodeum and imperforate duodenum occurs at the loca 
tion of the primitive diveriicuh which arise from the primitive 
duct before liver and pancreas this also being the site of comph 
cated intestinal rotation during development 

Imperforate anus similarly occurs at the junction of the 
hind gut and the proctodeum 

Unfortunately all cases of atresia however can not be 
hnked definitely with these particular embryologic phenomena 
for atresias maj occur at other points than those mentioned 
and maj also be multiple 

Constrictions of the bowel occurring as a result of sirangula 
tion during the process of the rotation of the fetal intestme 
have also been suggested as the acadental means of the pro 
duction of this condition Still other theories have been ad 
vanced and the subject is still open for discussion 

We feel that unexplained developmental defect is the most 
probable solution of the problem 

Prognosis — ^With early diagnosis the prognosis should the 
oretically be fav'orable However practically one is faced with 
a problem of not inconsiderable technical difficulty The an 
astomosis of such minute intestme is not easy 

Richter * writing in Abt s Pediatrics was able to find 2 cases 
m the literature where anastomosis was done with success and 
adds a third case of his own which gives some indication of the 
high mortality 
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LARGE OVARIAN CYST IN FOI5RTEEN-YEAR-OLD GIRL 

The purpose of this paper is to draw attention to the occur 
rence of a rather large dermoid cyst m a girl before puberty 
Although these tumors are comparatively quite common in 
rmddle age one is not apt to assoaate them ivith the preadoles 
cent period 

A child of fourteen years came m for examination on account 
of a lower abdominal swelling She was a normally developed 
girl, whose past history is unessential except that she had never 
menstruated Sometime before the exact date is not remem 



Pig S52 — Drawing of the child showing abdom nal enlargement 


bercd she noticed a swelling in the loner abdomen which was 
thercb) made somenhat prominent She had had no trouble 
w ith urination 

Examination shoned a girl in exerj respect normal healthy, 
and v.e\\ dcacloped There was howeaer a aery decided cn 
largement of the lower abdomen and on palpating this region 
a firm smooth, mass aaas found which extended almost to the 
umbilicus The mass aaas fluctuant There aaas no tenderness 
to pressure oaer it The abdomen oacr the surface of the mass 
aaas dull to percussion In the flanks hoaaeaer there 

130j 


aaas 
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lithotomy position and a sound was passed into the cervical 
canal, which showed the body of the uterus to be small and 
pressed toward the peine floor. There was a tumor above the 
uterus filling the peh-is, which had a distinctly cystic feeling, 
and which could not be elevated by pressure through the vagina. 

The patient was then placed in the Trendelenburg position 
and a low midline incision was made. On opening the abdomen 
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was seen to consist of a unilocular <^t of the right o\ aty The 
nght tube and pedicle of the ovanan cyst were easily clamped 
off and dmded, and the raw edge pentoneaUzed 

The left o^ary was somewhat larger than normal, and al 
though containing some qrsts, was not removed 

The appendix was remo%ed m the routine manner, mth in 
version of the stump The abdomen was closed m layers, with 
out drainage 

Section of specimen, as shown in Fig 5S4, shows a tumor 
compo'^ed of a large unilocular cyst m one portion of the wall of 
which IS a thickened mass of tissue having the typical structure 
of a dermoid contammg sebaceous material and hair The 
pathologic diagnosis of this tumor, therefore, must be a dermoid 
cyst of the ovary 

Tno weeks after operation, the child was allowed to go home 
after an entirely uneventful convalescence 

She reported to us again two >ears later at which time she 
had been m excellent health since her hst visit 

Pathologically, there is a close relationship between simple 
cysts of the ovary, dermoids, and teratoma Tumors of this 
type compose the ma)onty of lower abdominal tumors m the 
early years of life A large ovanan cyst in an infant of seven 
months of age was recently reported by Wilham A Downes ‘ 
This was also a unilocular cyst, and was quite large It was 
removed and the patient made an uneventful convalescence 
Doctor Harry I W lel,* m 1905, reported an ovanan cyst m 
a child five >ears old, with review of fiO cases betvreen the ages 
of four months and seventy years from which study it may be 
seen that the frequency of tins type of tumor increases as pu 
berty is approached Between puberty and senescence ovanan 
tumors are not uncommon 

Clinically, the symptoms are usuallj unobserved until the 
size of the tumor attracts the patient’s attention to it 
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THE SURGICAL TREATMENT OF PULMONARY TUBER 
CULOSIS AND BRONCHIECrASIS 

Little progress ^\as made in the scientific treatment of tu 
berculosis until the \alue of ph>siologic rest was recognized and 
appbed in the treatment of this disease The application of this 
pnnaplc to all forms of the disease marked a distinct ad\ ance 
in treatment In pulmonar> tuberculosis the recognition of the 
curatiNC NTilue of rest led to the establishment of samtona 
i\hcre bodily rest and dietetic treatment could be ngidly en 
forced 

Up to ten years ago the pulmonary form of the disease nas 
regarded as strictly in the domain of internal mediane and sur 
gical treatment i\as regarded as wholly unjustifiable The first 
attempt to secure rest by surgical means consisted of strapping 
the chest wall with adhesi\c in the manner long and successfully 
employed in the treatment of acute pleunsy Physicians have 
long recognized the ^al^e of pleural evudates m the healmg of 
inflammatory conditions m the pleura and lungs This is na 
tures way of inducing rest by means of compression and im 
mobilization of the lung It is only a step from this procedure 
to the artificial introduction of a compressing medium t e , 
nitrogen or air into the pleural space The experimental and 
clinical work of Dr John B Murphy placed the method of 
pncumotliorax m pulmonary tuberculosis upon a secure basis 
in this country 

Combined with bodiU rest and sanitarium treatment, pneu 
molhorax has been the accepted method of treatmg this form of 
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the disease up to a comparatnely recent time Pneumothorax 
whde a mmor surgical procedure has been left m the hands of 
the internist and of the tuberculosis specialist It has been 
found that a large percentage of cases are not amenable to pneu 
mothorax because of adhesions These cases are the most ad 
vanced and hopeless ones Although a strong tendency to 
fibrosis most favorable to healing of tuberculous cavities exists 
m such cases dense bands of adhesions tie the lung to the inner 
chest wall and pre\ent contraction necessary to lung collapse 
and the healing of cavities These constitute the long drawn out 
fatal cases of pulmonary tuberculosis 

It IS surpnsing that the \’alue of surgery was not long ago 
recognized m this type of case The obvious thing in such cases 
is to divide the bands of adhesions if they are well defined and 
few m number thus releasing the lung and allowing natures 
method of healing to continue This operation is called Pneu 
molysis and may be done by nb resection and under local 
anesthesia nith little danger to the patient It has also be-n 
done bj Jacobaeus by means of a special instrument which 
punctures the chest wall and enables the operator to divide the 
adhesions under direct vision 

Patients with more extensi\e adhesions assoaated with ab 
scesses in the upper lobe and wnth a comparatnely sound lung 
on the opposite side constitute the most senous and fatal group 
It IS in this group however that surgery is attaming its most 
brilliant successes Here multiple nb resection t e extrapleural 
thoracoplastj accomplishes what nature does m favorable cases 
and what the less senous surgical procedure of pneumolysis and 
pneumothorax do m suitable cases 

All of these procedures conform to the same law operative 
m the healmg of a tuberculous lung * e rest Thoracoplasty 
allows the chest wall to fall in and compress the diseased lung 
thus puttmg It at rest and emptymg the abscesses m the central 
portion of the lung of pus and toxic d6bns 

There is but one consideration that deters the surgeon in the 
employment of thoracoplasty and that is the deformmg effect 
of such extensive nb resection It should be employed only in 
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well selected cases where other ranservative and less deforming 
methods ha\e failed It is my belief, however, that with m 
creasing knowledge on the part of the tuberculosis specialist m 
the selection of cases and with improved technic on the part of 
the surgeon, the indications for surgical treatment wll be greatly 
enlarged Physicians will learn to distinguish early the type of 
case that inevitably goes on to a fatal termination, and which, 
by early surgery, might be arrested 

Prom my oivn experience I have learned to select two groups 
of cases which are not amenable to the ordinary methods of 
treatment, and which, I belie\e, surgerv will save 

Group I — The pneumonic type with early consolidation of 
lung areas near the periphery, particularly in the upper lobe 
These cases run a high temperature early, and owing to their 
penpheral situation, they do not discharge readily into a bron- 
chus They are also characterized by little tendency to fibrosis 
The course of the disease m these cases is little modified by the 
ordinary' sanatonum rdgime They come ultimately mto the 
advanced, hopeless group of cases with chronic abscesses which 
are now being operated upon hte 

Group II — This group of cases is characterized by early and 
persistent hemoptysis The lung involvement is not extensive 
There seems to be an inherited fragility of the blood vessels, and 
there IS little tendency toward fibrosis Roentgenograms give 
little evidence of tuberculosis Prolonged rest, hemostatics, and 
other medication have little effect These patients ultimately 
become weakened by repeated small hemorrhages, and finally 
die following a massive hemorrhage 

Both of these groups, I believe, should be considered surgical 
from the onset, and given the benefit of early operation In the 
first group, early thoracoplasty is indicated In the second 
group, the first procedure should be a phrenicotomy or avulsion 
of the phrenic nerve This is a simple and safe operation, and 
in early cases may be sufiiaent to control hemorrhage and check 
the progress of the disease If not, it should be followed by a 
«^:cond stage thoracoplasty, * e, resection of the upper five or 
SIX nbs 
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The indications for extrapleural thoracoplasty are (1) Ad- 
vanced tuberculosis m one lungvath cavitation and a relatively 
sound lung on the opposite side (21 Cases with extensne pleural 
adhesions on the diseased side in which pneumothorax has 
failed (3) Cases with repeated small hemorrhages uncontrolled 
by the ordinary method of treatment and uninfluenced by phren- 
icoiomy (4) Cases in which the pneumothorax has been tried 
oxer a long period of tune, and has not resulted m arrest of the 
disease (5) Rapidly developing pneumonic types of tubercu 
losjs limited to one lung (6) The general condition of the pa 
tient must he such as to warrant the operation without too great 
risk In well selected cases, from 60 to 70 per cent of othenvise 
hopeless cases can be assured of a practical cure 

The following case reports illustrate the type of cases which 
should be selected, the * ray diagnosis operate e treatment, and 
results 

Case I— Mrs H B , female, age twenty rune years Ameri- 
can bom Husband died ol tuberculosis after illness of eight 
}ears 

Diseases Scarlet fe\cr at ten yeare Influenza, 1919 and 
stillbirth at time La Gnppe and loss of weight 1920 1923, 
tuberculous pneumonia, improvement after few months pleurisy 
following 

Admitted to Oh\e View Sanatorium Apnl 10, 1926 
Diagnosis Far advanced, bdatei^ fibroid pulmonary tu 
berculosis chronic active Type “A " Summary of lung find- 
ings Cavitation left apex, with predommating legions m left 
lung, nght fibrosis Laryngitis pleurisy (bilateral), and history 
of mtestmal involvement 

Temperature 98®, 99 8® F Pulse 70 to 110, variable 
Laboratory Report Sputum positive for aad fast bacilli up 
to tune of surgical interference, and negative sm<x 
XJnnalysis, negative 

Blood Hemoglobin, 7S per cent , white blood cells, 8900, 
April 16, 1926 February U, 1927, white blood cells 13,200 
Sedimentation test October 29, 1626, one hundred and 
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thirt> eight minutes, March 25. 1927, fortj three mmutes, June 
9 1927, se\enty mmutes 

a: Ra> report (Apnl 13, 1926) 

Right Lung Fairly is ell aerated, but shows rather indistmct, 
fine nodulation and fibrosis throughout, a little more confluent 
m the apex than elsew here m the lung Diaphragm considerably 
flattened Comparatne contraction of left thorax 

Left lung shows a large oval cavnty.mvolv'ing the apex in the 
axillary portion of the infraclavicular region The rest of the 



Fig 555 — Ca« I Mrs B Before thoracoplast> 


lung IS caseous and shows marked thickened pleura, and adhe 
sions which have pulled the heart and whole mediastinum 
markedl) to the left 

Diagnosis Far advanced bilateral fibrocaseous, pulmonary 
tuberculosis, tuberculous pncumomi left lung, fibrosis m nght 
lung with marked displacement of the mediastmum to the left 

Artificial pneumothorax was started Ma> 24, 1926, and 
earned on to October 26 1926, when it was discontinued, due 
to adhesions and failure in obtaining sufficient collap-^ Throat 
and gastro intestinal s>Tnptoms cleared up Rest m bed, pos 
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tural drainage and, pneumothorax haN mg failed to control the 
disease m left lung, thoracoplasty was done x Ray report at 
this time follows (October 19 1926) 

Right lung m later film shows slight cleanng and more fibrosis 
Lung well aerated throughout, and shows no hazy parenchjTna 
tous mfiltration 

Left lung shows no particular change Lung greatly con 
tracted, and shows dense adhesions and thickened pleura with 
multiple cavitation m upper lobe 


Fig 556 — Ca«e I Mrs H B After first stage thoracoplasty 


Thoracoplasty — Match 8, 19Z7 Resection, eleventh to fifth 
nbs inclusive Apnl 12 1927 Resection fourth to first nbs in 
clusue 

Follomng operations there was a slight nie m temperature 
38 2® C , lasting a week after first stage, two weeks foUowmg 
second stage pulse going to 120 Both temperature and pulse 
have reVOTnei to pieopwa.ti\t fwctuaWons Tcmperatwre 
36 8®, 37 2“ C daily Pulse 80 to 100 

Sputum deaeased to IJ ounces in twenty four hours Cough 
lessened 

Patient is regaining weight and strength, has been home for 
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few days, and it is expected she will be ready for discharge within 
next sixty days. Sputum is negative, throat and intestinal con- 
dition are causing some apprehenaon, but seem to be responding 
to treatment at this time. 

X-Ray after operation as follows: 

March 18, 1927 (after low stage thoracoplasty) : 

Right lung in later film showrs verj' little change, a little more 
engorgement than in p^e^ious examination. 



Fig 557 — Case I Mfb H B. After «econd stage thoracoplasty 

Left lung shows a partial collapse of the chest wall below the 
fifth nb The collapse has rendered the chest so opaque that I 
am unable to tell the condition of the lung beneath. 

^^ay 17. 1927 (after second stage thoracoplasty) to compare 
with March, 18 1927 (after first stage thoracoplasty): 

Right lung in later film shows no particular change — probably 
a little more engorgement, cspcdally noted in the apex. 

Left lung shows a marked reduction in. size of the thorax and 
cadty which, of course, is due to the resection of the upper ribs. 
Thorax is densely opaque throughout, due to the condensation 
of the lung tissue and collapsed thoracic wall. 
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Case II — M H Admitted to Olive View Sanatonum No 
vember 7 1924 Female age thirty eight years weight 9a 
pounds heaviest 118 pounds Occupation office work Four 
sisters died of tuberculosis at twenty two twentj three twenty 
seven and twenty nine j ears respective!} 

Diseases Measles m childhood Tonsillectomy m 1922 
Nephritis 1923 Pneumonia 1924 incomplete recovery and on 
set of tuberculosis Apnl 1924 

Diagnosis on admittance Moderately advanced pulmonary 
tuberculosis chronic active involving right lung with partial 
artifiaal pneumothorax 



X Ray at the time showed what appeared to be considerable 
infiltration on the nght with cavitation at level of second nb 
Laboratory findings 

Urmalysis negative at one time only a slight trace of albu 
min reported specific grsvTty lOOi a lew pus ceils and a large 
amount of sediment 

Blood February 17 1927 hemoglobin 75 per cent 
\Vhite blood count, 12,100 
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Sputum has continued positive ior add-iast badlli, alter op- 
eration, June 9, 1927. Sputum negative. 

White blood-count, 8600; hemoglobin, 75 per cent. 
Sedimentation rate: December 2, 1926, seventy-six minutes, 
June 9, 1927, forty-one nunutes. 

Artifidal pneumothorax was continued from November 25, 
1924, to March 15, 1927. Collapse was good, but incomplete, 
due to adhesions in upper third. For tlus reason, and due to the 
fact that patient began to raise slightly more with loss of weight, 
cavity enlarged with fluid level, while over the contralateral 



Fig 559 — Case II M H. After first stage thoracoplasty 

lung on physical examination a few coarse rales were heard over 
second intercostal space, othenvise no pathology evidenced, 
thoracoplasty was advised. 

ar-Ray of March 15, 1927, report as follows: 

Right lung: Cavity in the apex is somewhat increased in 
size. Lung very slightly expanded. The long, cord-like adhesion 
still remains. Cavity apparently shows fluid level. 

Left Lung: Infiltration extends from hilum to periphery- 
shows slight clearing and more fibrosis. 

VOL. 7—77 
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Looks like a fair case for thoracoplasty 
April 15, 1927 (after upper stage thoracoplasty) to compare 
with March 15, 1927 

Right lung in later film shows nb resection of the upper se\ en 
nbs near the spine, with a fairly good (xllapse of the chest uall 
The cavity has been reduced probably 50 per cent in si 2 e, but 
still remains open and shows fluid level The middle and lower 
lobes still well collapsed, and a long, cordlike adhesion can still 
be demonstrated Below the large cavity in the mfraclaucuUr 
region there is another small caMty which is not compressed 



Fig 560 — Case II M H After second stage thoracop!ast> 

Due to the compression of the chest wall there is apparently 
more intrathoracic pressure by the pneumothorax which is 
demonstrated by greater separation of the nbs and greater de 
pression of the diaphragm 

Left Lung Shows \ery httle change — ^probablj a little more 
engorgement There is a slight amount of mfiltration extending 
from hdum to penpherj’ This honmer shows a considerable 
amount of fibrosis 

Maj 17, 1927 (after second stage thoracoplasty) to compare 
with April 1, 1927 (after second stage thoracoplasty) 
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Right Lung There is considerably more contraction of the 
thorax, therefore, more compression of the lung, and shght re 
ducUon m size of the bilocular cavity in the lnfrada^'lcular re 
gion 

Left Lung Shous considerably more engorgement There 
may be a few tuberculous lesions lying anteriorly m the third 
interspace This shous in pre\aous examination, but is accen- 
tuated now, probably due to compensatory' changes 

Temperature fluctuated daily between 36* and 37 4° C 
Respiration 22 No other sites of infection outside of the lung 
were elicited 

March 29, 1927 Resection of se\enth to first nb was suc- 
cessfully accomplished under local and gas anesthesia Time of 
operation thirty minutes Wound healed wathout any trouble 
Patient cheerful, suffered \ery little pam 

Temperature went to 100* F , pulse to 120 for three days, wth 
drop back in week’s time 

To obtain greater collapse of cavity of right lung, a second 
stage thoracoplasty was done, resecting seventh to eleventh 
nbs, mclusive, on April 26, 1927 Pulse registered 120, dropped 
to 108 the next day Temperature 36 8* to 38 1* C gradually 
returning to 36 8* to 37 2* C daily variation, pulse 90 
Patient still m sanatorium 
Sputum about 10 c c daily , negative 
Patient apparently doing well 

July 3, 1927 Examination reveals infiltration of lower two 
thirds of left upper lobe, also slight fluid m nght wuth air, using 
about one third of lung still cavity dry , but not more than two 
thirds collapsed 

Prognosis of patient guarded 

Case III — Mrs M , female, age twenty two years, weight 
96 pounds Amcncan born Attractive, intelligent 
Mamed, and has healthy nineteen month-old girl 
Onset of trouble slx years ago Tonsillitis, partial removal, 
also pneumonia, followed by plcumy and present condition 
First admitted to Olive View Sanvtonum March, 1925, for 
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posfenor trunks and branches There is considerable constnc 
tion of the chest below the fourth posterior nb, due to resection of 
the nbs below this point Lung not well compressed, and I can 
still make out bronchial dilatations m the base 

Left lung shows no change No infiltration noted 
June 17, 1927 (after second stage thoracoplastj) to compare 
with May 16, 1927 (after first stage thoracoplasty) 

Right lung in later film shows resection now of all the ribs 
with a fine collapse Some Jipiodol still remains in the upper 
bronchial trunks and branches 

Left lung shows no particular change Probably a little more 
shifting of the heart to the left 

Following two stage thoracoplasties, cough and expectora- 
tion practically are nil, offensiveness also has disappeared 
Temperature, daily fluctuation 98 8“ to 98® F Pulse, 78 to 80 
Occasional nse to ICO Re^iration, 20 General reaction to op- 
eration good 

Complains of some discomfort in right arm, and skm feels 
numb There are no motor disturbances The surgical collapse 
IS thought a success 

The patient is to near a special binder for six months and has 
been discharged to her home, conditions there being \ ery good 

Case IV — ^Mrs L F , age thirty seven 
Past Historj Two normal births Pneumonia at age of 
twenty one Abdominal operation nine years ago for ovanan 
cyst This patient had tonsillectomy in 1926, imder general 
anesthesia She failed to make a prompt recover), and was 
acutelj sick with what was thought to be pneumonia After 
several weeks of profound prostration she began to expectorate 
large quantities of pus 

Present Condition Patient is slightly dyspneic, she expec 
torates sev eral oimces of pus daily by 1> mg on her left side She 
runs no fever now, but feels nauseated at times and short of 
breath 

Examination Fair, healthy looLmg woman, except for cy 
anotic appearance Blood pressure, 112 Height, 5 feet 4 inches 
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Tig 564 — Case IV Liptodol inKCtion Outlining abscess cavity 
Some of the oil entered the left bronchus, and normal appearance of this lung 
IS shown as compared "Jth right 



1 IK 505 — rUi) iftcr hpiodol injection SIX weeks’ hlcr Shows little change 
I III more definite Mcculition in the terminal bronchi 
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Weight 128 pounds Head and neck. ■\re negatue Chest 
Left lung seems quite noim-U The nght lung on auscultation 
reveals many moist r&les particularly over the lower lobe pos 
tenorly The heart is slightly dilated heart tones weak 

X Ray Examination Stereoscopic radiograms of the chest 
were taken after the injection of 20 cc of hpiodol through the 
posterior pharynx with the patient inclined to the right There 
IS marked dilatation of the primary and secondarj bronchi 



Fe 5fi6 Show nR scars of two-stage ihoracoplast} 

around the hilum of the nght lung with some degree of saccu 
lalion and apparent fusion of lung cells with destruction of 
tissue The x raj diagnosis Bronchiectatic abscess in the re 
gion of the hilum of the lower lobe nght lung (see Figs 564 565) 
Treatment Patient has been given injections of hpiodol at 
intervals of three to six weeks and dailj postural drainage of the 
abscess ca\it> She has greatly improved and sputum has di 
mmished in quantitj Prognosis for complete recovery without 
operation is not good 
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Another t\-pe of lung infection which has long batBed both 
intemi'-ts, and surgeons b> bronchiectasi* The^ ca-^ are al 
wa\s of long standing dating back to «ome acute infection fol 
lowed b\ bronchitis and chronic cough Such lung infections 
are \er\ often the sequel® of tnea'.les or whooping cough At 
first periodic m character the bronchial cough become^ almost 
continual The sputum at fir<t mucopurulent and onl\ «:lightJ\ 
offen'^ne finalU becomes fetid and \er\ abundant Comodenl 



wnth the'C «t\'raptoins there !•« a gradual dilatation of the finer 
bronchi and aUeolar spaces of the lungs there is a great increase 
in the epithelial cells vsnth sacculation of the terminal bronchioles 
There is a distinct t>'pe of bronchiectatic abscess following 
the aspiration of infected malenal from the no-^ throat and 
sinuses The«e cases are more acute m character and are pre- 
ceded b\ an incubation penod of two or three i^eeks The^ 
usualK fonoi\ operations upon the throat under general anes- 
thesia The pathologic proce-s m the lungs is more limited than 
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in the more chronic forms of bronchiectasis Four or five of the 
larger bronchioles are dilated, and lead to a caNitj contammg 
foul pus and necrotic material Unlike the more chronic forms 
m which there is merely a dilatation of the bronchi, m the ab- 
scess tjpe there is an ulceration through the dilated bronchi and 
the formation of a true abscess filled with infected granulations 



Fig 568 —Showing technic in lower stage thoracoplasty 


Each of these types is illustrated in the above case reports 
For technic of thoracoplasty see Figs 566 568 I am indebted 
to the Staff of Obve \hevv Sanatonum for some of the case re 
ports and x ray pictures 



CLINIC OF DR A ALDRIDGE MATTHEWS 


St Luke’s Hospital, Spokane, Washington 


EXOPHTHALMIC GOITER 

Mrs P R , ^hite, female, mamed aged twenty four Con> 
suited me first March 31, 1927 

Fainil> and past history of no consequence Been nervous 
for some time Noticed six months ago that this condition was 
getting worse continuously Weight, 110 pounds Has lost 
over 20 pounds Has an exophthalmus 2 plus scale of 4, a 
decided digital tremor, ver> nervous, constantly moving hands 
and feet a sense of heat, shortness of breath upon exertion, as- 
sociated with heart palpitation, quite audible to her, espe- 
cially at night, a flushing of the skm about the face and 
neck, great weakness in her knees, unable to step upon a low 
stool Skin always moist Th>roid enlarged symmetrically, 
about four times normal size This enlargement has all de- 
veloped in past month, according to her statement Gland is 
firm to the feel, pulsating, and a distinct bruit can be heard at 
both upper poles 

Pulse, 150 per minute Heart dilated Could detect no mur- 
mur Feet began to swell three or four weeks ago, very marked 
now 

Unne 2 plus albumin otherwise negaliv e 
Metabolic rating plus 90 2 per cent 
Patient was sent to St Lukes Hospital where she remained 
eleven da>s, taking Lugol s solution, 10 drops three times a day, 
.and lummol 2 grams cver> eaening W.as kept in bed with the 
exception of two hours a da>, allowing her to sit up one hour in 
the morning and one m the afternoon Was sent home vvath 

iai7 
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Strict rules and regulations as to her care, and to continue medi 
cation as before, she Imng some distance away m Idaho 

On /^pnl 24 1927 reported again Condition considerabl) 
inipro%'ed m everj ^ay Metabolic rating plus 791 per cent 
Pulse ranging from 100 to HO Much less ner\ous Sent her 
home again after keeping under observation for three dajs, to 
continue as before m regard to rest diet and medicine 



Figs 569 5"0 — Exophthalmiis and enlargement of th\Toid all de\cloping 
H ihm t«o months 


On JIa> 10th returned and under observation for a week 
at the hospital pulse ranging from 100 to 120 General condi 
tion about the same as when seen last Metabolic rating plus 
62 5 per cent At this time as there had not been any definite 
improvement m the past two or three weeks thought it ad 
visable to do ligation and did so on May 11th ejecting to do 
one side As there was no definite reaction ligated both su 
penor poles under novocain Followang this there was a slight 
reaction Pulse went to 140 and temperature next da> 100 6° 
F , but by the second day condition same as before 
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She again went home and remained until June 8, 1927. At 
this time condition seemed unchanged over former trip, metabolic 
rating had gone up. being plus 70 2 per cent. Ligation wounds 
healed primarily, there being no definite improvement, her weight 
same as it was when first seen, and pulse ranging around and 
above 100. 

As she stood the ligation well, which was done largely as a try- 
out to see what her tolerance was. it was felt safe to remove at 
least one lobe of the thyroid. This was done on June 13, 1927. 
under gas anesthesia. Pulse went to 160 during the operation, 
she reacted well follonnng, and at no time was in a critical con- 
dition. Took three days to get back to condition she was in 
before operation. 

Folloning the operation Lugol’s solution was administered, 
10 drops cverj’ six hours, by rectum, and morphin sufficient to 
control nen’ousness Ice-caps were kept on cardiac area, and 
over both groins, as she complained much of being warm. This 
was continued about forty-eight hours. 

On June 21, 1927 removed left lobe and isthmus Pulse 
went to 170, always regular, and color good She reacted more 
quickly from this operation than the previous, caTr>’ing on same 
postoperative treatment as at former operation She was able 
to leave the hospital on July 3, 1927. generally improved in 
every way. pulse around 80 to 90 for the last few days before 
being discharged. 

This is the first lime, since Lugol’s solution has been popular 
in the preparation of exophthalmic goiter for operation, that I 
have resorted to ligation, although on several occasions 1 have 
removed one-half the thyroid gland, and, after a few days, the 
remainder. Ligation is only nccessatj' in e.ttreme cases, and 
then it is more of a test of the patient’s tolerance to operative 
procedure than of real value in reducing the blood-supply. 
Boiling water injections stUl hold a ver>' limited field in these 
exceptional cases. 

The after care in such cases is ver>’ important. A definite 
program should be prescribed for the patient in regard to rest, 
diet, avoidance of exertion or irritations of any kind. etc. I 
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gi\e these people a printed set of rules to be stnctly followed 
for at least t^\o months keeping them on Lugol s solution 10 
drops two or three times a day (depending upon the seriousness 
of the case) for a month then reduang to 5 drops two or three 
times a day and occasionally continue medication longer These 
cases should be kept under observation for at least six months 



CANCER OF STOMACH 


Mr. A. F.. wlute, aged sixty-three, farmer, weight 152 
poimds. Past year has lost a little weight. Eight poxmds in last 
two months. 

Past and family histoiy* of no consequence. Denies any cancer 
history- in family. 

About one year ago began ha\'mg a burning sensation in the 
stomach when empty. Character of food made no difference. 
Occasionally would spit up bitter, add material. With this 
meager Wstoiy it was impossible to come to any deffnite diagnosis, 
but with the r-ray a diagnosis was made: “Extensive filling de- 
fect in prepyloric region, probably malignant in character. 
This filling defect was constant during two fluoroscopic examina- 
tions. and is shown in all films. H>'po-addit}* of stomach con- 
tents. no blood present.” 

On May 3. 1927, midlbe high abdominal incision was made, 
which revealed a pyloric growth m the stomach. A general e.x- 
ploration of abdomen showed no enlarged glands or metastases. 
A gastric resection was done, rcTno\ing about the distal half of 
the stomach, the pylorus being diNoded at the middle of its first 
portion and inverted. A Polya anastomosis was made. The 
mesentery' was sutured to the stomach, just distal to the anasto- 
mosis. Patient was put to bed in semi-Fowler position and given 
proctodysis (tap water) for the next three days, by the Murphy 
drip method. Ever>'ilung was restricted by mouth imtil the 
third day, when allowed 1 ounce of water everj* two hours. From 
the fourth day liquids increased gradually up to normal quan- 
tity. Patient did not vomit a single lime, but hiccoughed at 
short inter%*aU for three days, but this, at no time, was of 
any re.^! consequence. 

Patient left the hospital on the fourteenth day following op- 
eration. Has gained in weight, is eating all kinds of bland food, 
and feeling fit. It is now six weeks since the operation. 



1232 


A ALDRIDGE MATTirZUS 


The foIlo^Mng is a Jaboratoij report from St LuLe s Hospital 
laboratory by Dr Stier 

Gws appearance of specimen Specimen consists of a portion of 
stomach which measures 12 cm m length and at its wiJcst point is dilated 
to 5 cm The serosa is inoderatel> ihicLencd at irregular intervals b\ fibrous 
tags Within the mucosa near the p>lonc extrcmiij there is a crater like 
ulcer which measures 3 cm in diameter AIwut this crater the mucosa is 
heaped up and there is some undermining The floor of the crater is ippi 
rcntlv devoid of epithelium and TOvcred bs gra>ish slough The vvall at 
this point mcasvrta I cm anti el'^uhere measures I S cm 

Microscopic examinition rcaealed a chronic ulcerative gas 
tritis with an adenocarcinoma wtthm the floor and margin of 
the ulcer 
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of ulcer when possible, with some sort of plastic operation be- 
tween stomach and duodenum, or resection of ulcer with a pos- 
terior gastro enterostomy, leaNing the major procedure for later 



f-ig 572 — Gross «p«cimcn oc stomach, «ho«ing Inner surface with ulcer 


if this does not suffice, which it will do in 85 to 90 per cent of 
cases Gastrojejunal ulcer is far less frequent in my experience 
than is reputed in many statistics 

\oL 7 — 78 





COMMON-DUCT OBSTRUCTION 

H F L , ^\hUe, femjik, marned, aged forty t«o Came under 
my care June l5, 1927 

Family and past history of no consequence Present trouble 
dates back to last April Previous to this had occasionally a 
little gastnc disturbance and gas, but of no real consequence, and 
considered herself as having a good stomach Since April, has had 
an intolerance for fits and acids Had an attack of mild cramps 
m upper abdomen about this tune From this time on until 
June 12, 1927, has had several slight attacks of cramps, but not 
lasting long or keepmg her from her usual duties On this date 
had severe cramps which were referred principally to her back 
under the nght shoulder blade, also to the right upper belly, 
making it necessary to call her home physician, who gave her a 
hypodermic of morphin From this time until the operation 
there were four light attadwS Denies jaundice, and has had no 
vomiting 

Physical examination negative, except a mitral stenosis, a 
sallowness of the skin, simulating a very mild icteric tinge, but 
not involving the sclera, a distinct tenderness over upper nght 
abdomen 

Temperature 99° F Pulse UO 

Laboratory Report Bibrubm, 10 5, coagulatmg time, two 
minutes five seconds, bile mdex 36 5, bleeding time, two mm 
ujes four seconds, unne, negative 

Operation June 16 1927 Right pcnmedian incision, reflection 
nght rectus to the nght Exploration of abdominal cavity nega 
tive except condition m nght upper bell> , prophj lactic appen 
declomj w as done 

Upon cxplormg gall bladder area found a small nubbin like 
sac about the size of a hazel nut which appeared to be the fun 
dus of the gallbladder, then a constriction connecting what 
'^emed to the gall bladder proper Upon further investigation 
**3S 
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found that small sac was all that was left of the gall bladder the 
remainder being a fibrous cord extending to a much dilated 
common duct about 4 inch in diameter Upon opening released 
a quantity of white bile which wras streaked with pus An ex 
ploration with index finger could easil> be made and the right 
and left hepatic duct openings could be readily felt There were 
several stones in the distal end of common duct one being wedged 
into the ampulla Thesewereremoved and a probe passed into 
the bowel 

The common duct was sutured by interrupted sutures around 
a small tube which was placed m the upper end of duct and three 
Penrose drams placed in nght kidne> pouch 

Removed the rudimentary gallbladder which had unques 
tionabl> not been functioning for a long while There was very 
free drainage from tube in duct which was placed m a bottle 
Patient made 1 good recovery leaving hospital on Jul> 3 d 
There had been no drainage from wound for two days before 
leaving hospital 

It is 1 peculiar thing that so much pathology could occur 
with so little discomfort and with a short duration of real 
sjmptoms It is common to see grave and senous symptoms 
develop in the biliary tract especially in the gall bladder when 
gross pathology can only be elicited through the laboratory 

Much credit is due Graham for the great help in making these 
diagnoses by his method of cholecystography making it possible 
to pick man) of these cases up in their incipiency and avoid 
much gross pathology and senous operations 



DOUBLE EMPYEMA 


V R 'igedfive male Family and past historj of no conse 
quence or bearing on present condition Ph>sical examination 
negatue except for condition described below 

Two weeks ago December 3d child was very restless and 
generally miserable Has had a cough for the past week and was 



l-tg 571 — Increased <icnsit> throughout entire left chest The mcUtistinal 
contents are pushed to the right — t>pical of flui i 


found to haxc a temperature of 104* F Abdomen distended for 
past four (h)S There has been no xomiting and no history of 
chills or convulsions Last night comphmed of pain m the 
upper right aldomcn which his persisted since 
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Physical Examination Oulnesa throughout left chest Heart 
sounds heard best over sternum R^piratory sounds absent in 
leftchest Urine negative butlaterdevelopedtwoplusalbumm 
Leukocyte count 13 000 at time of admission to hospital and the 
next day 15 QOO 


Fig 574 — Increased dens ty over enUre left chest most marked along 
the periphery The area in upper part ot chest basing a rounded contour 
suggests an encysted fluid Consol dation in the right upper lobe — typical of 
pneumonia also some flu d in the r gtt pleural caMty 


X Ray showed an increase in density throughout entire left 
chest The mediastinal contents are pushed to the right typical 
of fluid 

I was called in consultation on December 17th by Dr 
Barnett pediatnaan, who was assoaatedm the case through 
out taking full charge of medication and diet and keeping 
very dose check of physical condition and findings and who 
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desenes much credit for the outcome On this day Dr Barnett 
aspirated the chest, removing a small quantity of pua which 
upon culture sho^ved to be Streptococcus vindans Same day I 
mserted a metal tube which was air tight, between nbs, with 
rubber tube attached allowing ^mall quantities of pus to flow 



Fig 57a — Drainage tube in place in the left chest Left chest appears 
to be perfectl> drained with ipparentlv no colbpse of lung There is con 
s dcrable increase in amount of fluid in the right chest 

out e^ery three hours This was accomplished by removing a 
damp from rubber tube and reappUmg it at the first sign of 
annoyance or cough This procedure was continued for the 
next three days then clamp was left off for long mter\als On 
the fourth da\ I beijan to U'^ 2 ounces Dakin s solution in chest 
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cavity this being retained by clamping the tube till the next 
dressing which \\as every four hours allowing the cavity to 
empty thoroughly each time before replacing the Dakins solu 
tion 

On December 21st x ray of left chest showed it to be per 
fectly drained wth apparently no collapse of the lung There 




F B 5 6 — Left chest appears to be clear of pus but there s some col 
lapse of lung w th cons derable pneumothorax There s st II cons derable 
flu d n the r ght chest but not as much as there nas one «eek ago Dense 
area n apex shows no change but may be luc to enc>sted flu d 

now being evidence of fluid m the nght chest on Decern 
her 22d aspirated the nght chest removnng 41 ounces of pus 
On the 24th aspirated 8 ounces 26th 2l ounces 29th 2 
ounces and on January 2d 6 ounces On the third day of 
January one month after onset of illness placed metal tube 
between the nbs m the nght diest which was airtight and 
handled the same as on the left side with the exception of the 
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use of Dakin’s solution, as it was so irritating While there was 
no bronchial fistula, yet it caused considerable pam and cough- 
ing This did not always happen, but was the rule Espeaally 
was It so ^\hen the child was fretting and coughing, but if used 
when he did not know il, as when asleep, occasionally there 



Fir 577 — Right chest is practicall> free of fluid, and there appears to be only 
a small amount m the left chest 

was discomfort The metal tube became very annoying, and 
child complained about it persistently, so on Januarj’ 20th 
resected a rib, placing in a Wilson empyema tube, to w'hich I 
added a tube attachment 

The child cNcntually made a complete rcco\ery, being dis- 
chargctl on Tebruarj’ 6th, after sixty-one days in the hospital. 
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On June 17 1927 I removed his tonsils and adenoids under 
ether anesthesia from v.hich he recovered promptly 

The chart (Tig 579) shows that for the first seven weeks the 
respirations were almost constantly between SO and 70 per mm 
ute and the pulse rate 150 or abo\e 

There are many details in this case impossible to bring out 
as space will not permit The reason for reporting is that it is 




F g 578 — Cons derable collapse of left lung but flu d appears to be 
completely dra ned The r ght diest appears to be ent rely clear but lung 
seems to be not fully expanded to fill the apex 


unusual to see a double emj^'ema and unusual for such to re- 
cover and the first m my evpcnence 

There are several things which I want to speak of in respect 
to the surgical treatment 

The dramage of the chest h> the closed method This can 
be accomplished m several ways The method used here was a 
small sUt m the skin made after thoroughly anesthetizmg the 
area wnth novocain then with a sharp pointed hemostat sepa 
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aratmg the tissues into the pleural ca\nty and inserting a 
Colton metal emp>ematijbe which 1 have modifi-d by weld 
mg an attachment to it so a rubber tube ran be attached 
which IS shown m Tig 58Q Absolute control of air and fluid m 
or out of the cavity can be had It will be noted that after the 
lung and mediastinum had become fixed a resection was done 
and a WiUon tube placed this also being done under novocain 





Fig 580 — 1 Wilson emp>enia tube with snugly fitted tube placed in 
caliber with a few sutures placed at diital end to prevent tube being pulled 
out 

2 W Ison ertip>enia tube 

3 Colton metal empyema tube 

4 Colton tube with welded metal attachment (or tub ng 

This tube 1 have also modified by plaang a tightlj fittmg tube 
in Its cahber and suturing it so that it ma> also be made air 
tight and regulated by a cbmp this being showm in Fig 580 
\Vh.ew 51 U.S. formed m the left chest t did not deem it safe to 
place a tube in at once but aspirated for a number of daj s 

I beheve this is a safe procedure in all acute empyemas and 
should be earned on until the patient has acquired a certain im 
inunit> before a more radical procedure is undertaken and at 
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all times some air-tight deWoj used for drainage, for the first 
few days, to prevent the mediastinum flapping. The pressure 
can also be relieved slowly to allow the chest contents to accom- 
modate themselves to conditions. 

It has never been my good fortune to be able to cure an empy- 
ema by frequent aspirations. This I have attempted several times, 
but eventually had to resort to the placing of a metal tube be- 
tween the ribs, which I usually do in children, and resection of a 
rib in adults, always using local anesthesia, regardless of age, and 
always using a drainage which can be controlled The disad- 
vantage of a metal tube between the ribs is the pain it produces, 
and for that reason, in the above case, had to resort to rib re- 
section. The disadvantage of a rubber tube being placed between 
the ribs is the great danger of it being collapsed by rib pressure, 
therefore making rib resection essential 

The accompanying chart will give a good idea as to the critical 
condition of the patient during his acute illness, and at many 
times the case seemed almost hopeless. 




ACUTE SUPPURATIVE APPENDICITIS FOLLOWED BY 
PERSISTENT VOMITING 

W. R. C., white, male, aged forty-four. Occupation, pool- 
hall proprietor. Came under my care April 7, 1927. Family 
history negative. Past Wstory negative, except for years he has 
had what he calls indigestion, but no acute attacks. 

On 'Mmch 25t.K was taken wivk severe albdeminal ^avn lo- 
cated in mid and upper belly. This persisted for about a day, 
the acuteness gradually subsiding. Vomited two or three times 
the first day The second day, general pain had disappeared, 
but there was distinct soreness in the right abdomen, very 
noticeable upon pressure and motion, the location of the tender- 
ness being on a line nnth the navel. This sensitiveness became 
less for the next few days, but never entirely leaving. Three 
days ago the soreness became more marked, and pain returned 
to the right abdomen Bowels constipated and moved only 
when cathartics were taken since trouble began. 

Physical examination negative except the abdomen, which re- 
vealed a distinct mass in the right abdomen, extending from just 
above the level of the navel down about 3 inches Mass was 
sensitive and hard, located deep, and adherent to the back. 

Leukoc>-te count, 16,300. Urine negative, except a slight 
trace of albumin 

Diagnosis: acute appendicitis, postcecal. 

Operation: Right rectus incision, encountering many dense 
adhesions around cccum and ascending colon, which was thick 
and edematous. With much difficulty the cecum was lifted up 
and reflected toward midlinc. A small abscess and the appendix, 
which pointed upward, lay behind the cecum. Was able to bury 
the slump of the appendix in a way, but not entirely satisfac- 
torily on account of 'the stifTness and thickness of the cecum. 

I was fearful that a fecal fistula might develop on account of 

U47 
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the poor condition of the cecum it being dark m color A soft 
rubber dram (Penrose) was inserted dotra into the pelvis and 
two in the suppurate e area the W'ound being loosely closed 
around drams 

Patient left operating room in splendid general condition 
Pulse 80 Was put to bed m senu Fowler position with large, 
warm wetdrcssmgs(boracic)tolhe’Bound These were changed 
every three hours drainage from wound being bloody and serous 
the first changing after that seiopurulent Bunng the night 
the nurse noticed the dressings were blood stained but could de 
tect no active bleeding On each dressing thereafter noticed the 
presence of blood Thcmatterbeingreportedtomeonni> mom 
mg rounds upon inspecting the wound found a small bleeding 
vessel — jusi beneath the skin — which was everted and seeping ac 
tivel) at this time A hemoatat was applied inth directions to be 
removed in three hours At next dressing this was done there 
being no bleeding Dunng the following night the same inter 
mittent bleedmg reoccurred The intern applied a forceps 
which was effectual for three hours The same condition pre 
vailed the next morning being the end of the second day after 
operation With a fine needle and No 00 soft gut I put a suture 
through the intercellular tissue around the bleedmg vessel and 
tied It after vihich lime we hid no further trouble 

Have had trouble similar to this happen to me at least five 
or SIX times m my experience and do not understand w h> a small 
vessel should bleed so persistcntl) , especially when the genera! 
condition of the patient is normal as regards bleedmg and dotting 
tune and w hy bleeding does not stop after vessel being crushed 
w ith hemostat and controlled by pressure 

I had recently a woman who Lied from a pennea! wound in 
termittently for two days condiboa ffisily being controlled by 
pressure and lemammg so for short periods only to bleed again, 
and upon close m\ estigation found similar condition as described 
in above patient 

This might be thought to be due to poor hemostasis but I 
think not vs I vm espeaaUy careful to <see that field of operation 
IS thoroughly dry before c^ng If this were a general oozmg 
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one might consider some bloody dyscrasia, but this case and the 
others that I allude to -were distinctly individual vessels. 

The beginning of the second day follon-ing operation general 
condition of patient was good. Temperature 100, pulse 85, 
belly soft and not distended. He was annoyed by an inter- 
mittent hiccough which lasted variable lengths of time, and 
vomited two or three times the second day Had been taking 
small quantities of water when desired, since awakening from 
anesthesia. Hiccoughing and vomiting became more annojnng 
the third day, temperature and pulse normal, abdomen fiat, no 
gastric distention could be elicited, but vomiting persisted at 
rather long intcr\’als, also the hiccough would annoy him occa- 
sionally. 

The fourth day little or no change, hiccough and vomiting 
persisted, pulse and temperature normal, belly flat. Hoffman’s 
anod>’ne and local irritation (mustard plaster) over upper ab- 
domen, atropin, morphin, and a number of other de\accs re- 
sorted to isHth no relief, although the patient was not showing 
any serious effects from these troubles. Stomach lavage was re- 
sorted to several times, but this was objectionable to the patient 
and much resisted. 

The fifth day, the same as before, using stomach lavage, also 
morphin and atropin hypodermically. 

The sixth day the hiccough was not so annoying, only coming 
on occasionally, but the vomiting persisted, pulse and tempera- 
ture remaining normal. Wound draining freely, no abdominal 
distention Patient had been taking proctoclysis (tap water) 
by Murphy drop method, continuously, which he had retained 
well. This was discontinued at end of third day, and an enema 
given once a day, at which time flatus in small quantities was 
e.xpelled, with ver>- slight fecal results. This was repeated everj’ 
morning for a number of days 

A Rchfuss’s tube was inserted into the stomach on the sixth 
day, and tube taped to the face to keep in position. It began im- 
mediately to drain slightly green-tinged fluid. Vomiting ceased. 
This lube was kept in place for the three following days, patient 
being permitted to lake fluid, most of which would siphon back 

vou 7—79 
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through the tube but it took care of the vonutmg and inadent- 
ally kept up a more or less continuous ga&tnc la\ age, as he drank 
quantities of water as well as pennitted clear fluids such as 
coffee tea, grape juice, strained orange juice, and the like 

From Uus time on patient made an une\enlfiti recovery, 
the drainage wicks being gradually removed after the second 
daj 

There are three incidents in this case that I would like to 
call attention to 


Fig 581 — Rehfuss 3 tutu ’ m postttoa Attached to face wiih a<ihesi>e for 
continuous drainage of stomach 

First, the persistent bleeding from a small, individual vessel, 
and when such occurs, iiranediale suture as above described, 
rather than to depend upon clamp or pressure 

Second the use of Rehfuss s tube, which has served me well 
many Pmes in this respect It am be used at any tune when 
gastnc lav age is indicated postoperatively, and is much more ef 
fectual for the drainage is contmoous The patient can dnnk, 
and should do so, which is most gratifying to him and serves as 
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a gastric la\ age It should be left in long enough, for daj s if nec 
essar> In the abo\e case it was in three da>s before removal 
If there is any uncertamtj whether it should be remo\ed or 
not, clamp it off to make certain, while tube is m position Man> 
patients who ha\e gone through both gastnc la\age and the re 
tention of Rehfuss’s tube, tell me thej much prefer the latter It 
is well to ha\e a 20 c c syringe on hand in case the tube should 
stop drainage, as the caliber is small and mucus could easil> 
clog It This can be accomplished b> suction, or injecting a 
syringe of w ater through the tube 

Third, use of large, hot, wet applications to all suppurative 
abdominal wounds Use interrupted sutures in closing and put 
sutures far apart so drainage ma\ be free between them 




APPEP^DICmS CAUSING PARTIAL INTESTINAL 
OBSTRUCTION 


r M , white, female, aged sixty six 

Family and past history of no consequence except as below 
stated 

On September 19, 1926 was \ery miserable and had se\ere 
pain m her right lower abdomen, whidi was cramp like, would 
come and go, and lasted about four hours Hot applications 
were made and patient rather severely burned, which took quite 
a while to heal, there was a deep seated tenderness which lasted 
a number of da> s She has been bothered with constipation for 
some time past, and has had to be ^cry careful about not o\er 
eating Takes mild cathartics often to keep bowels open and 
soft, for if she did not she has gas pains Enemas ga\e her 
the most constant and regular relief for the so called gas pains 
Again m January had rather a sea ere case of cramps and 
soreness m her right abdomen Was m bed three days and 
ea cntually reliea ed by hot stupes and enemas 

On Ma> 1st again began to have some colicky pains which 
w ould come and go Was up and down m bed, resorting to ene 
mas and hot packs getting partial relief I saw her on Ma> 12, 
1927 at whicli time temperature was normal, leukocyte count 
8160 Abdomen distended, but not sensUiac except on the right 
side, under McBumc>’s area, and could elicit upon palpation 
an indistinct mass which was quite tender upon pressure 
A general rumbling and gurgling in the bowels could be 
elicited by the stethoscope o\er the abdomen There was 
no aomiting, although small quantities of gas were passed at 
intervals b> bowel 

The question of diagnosis raised m m> mmd was whether 
the condition was mflammator\, associated with the appendix, 
or a malignanca The historj of previous attacks subsulmg 
without other conditions and sj-mptoms made me feel it was the 
former 
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lines There is a shadow on the left side of the peKds, which is 
a very short distance from the ureter 



Fig 385— Section of li%-er showing only mild degree of connective tissue 



Fig 586 — Section of vplecn showing almost complete replacement of mal- 
pjghian txxjjes hy a loo«e. fibrous ti<sue 

Blood Txamination, April 20, 1927 • Er>*throc>'tes, 5,770,000; 
basophils, 4 per cent ; hemoglobin, 35 per cent ; anisocytosis. 
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slight, leiikocytes, 7300, neutrophils, 71 per cent , lymphocytes, 
23 per cent , transitionals, 2 per cent , Kahn test, negative 
On April 5, 1927, gave blood transfusion 520 c c by Scannell’s 
method, and this was repealed May 5, 1927, at which time gave 
500 c c , hemoglobin being 48 per cent before last transfusion 
Blood Examination, May 12, 1927 While blood cells, 6200, 
red blood cells, 4,210,000, hemoglobin 70 per cent 

Differential Polynucleats 80 per cent , small lymphocytes, 
IS per cent , large mononudears and transitionals, 3 per cent , 
basophils, 1 pet cent , eosmophiU, 1 per cent There is slight 
irregularity m size of red cells No irregulanty m shape No 
nucleated red cells Marked achromia Coagulation time, four 
mmutes , bleeding tune, three minutes, platelets, 160,000 

Fiagihty Test Hemolysis begms at 0 38 per cent sodium 
chlond Complete at 0 32 per cent 

Splenectomy done May 23, 1927, hemoglobin just before oper 
ation TOpercent Gas etheranesthesia Lcftparamedianmcision, 
retracting the left rectus muscle to the left The hvei was cn 
larged A shght amount of free fluidm the peritoneal cavity, also 
an accessory spleen about the size of a hazel nut attached to the 
mesocolon by a pedicle 1 indi in length, which was remo\ed 
Examinations of the stomach gall bladder, and duodenum were 
negative Pelvic examination revealed absence of left tube and 
ovary, also appendix which had been removed at some previous 
operation done elsewhere Right ovary and tube apparently 
normal 

A number of adhesions to the upper mner surface of spleen, 
attaching it intimately to the stomach were encountered These 
were hgated and divided Spleen was then delivered and large 
abdominal pack put in upper area under diaphragm to control 
seepage This procedure was devised by Dr Mayo a number of 
years ago in spleens adherent to diaphragm, when it is hard to 
control the bleeding This wall take care of the condition until 
the spleen has been removed and better access can be had to that 
area Often the pressure of the pack alone will suffice to control 
the bleeding 

There was a large anomalous vessel attached to the lower 
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inner border of the spleen, distinct from the mam pedicle Vessels 
\%ere hgated doubly with twenty day chromic gut, using No 2, as 
It IS less liable to cut through the vein, which is sometimes quite 
friable The stump as then covered with peritoneum, and the 
\sound closed after removmg a piece of hver for microscopic 
exammation Patient made an uneventful recovery, leaving the 
hospital on the I3th day 

On June 30, 1927 White blood count, 11,000, red, 4,300,000, 
hemoglobm, 78 per cent 

Tbe disease is remarkably chronic, often lasting ten or more 
years and very often the only evidence is the enlarged spleen 
The cause is unknown The diagnosis is arrived at by the pro- 
gressi\e enlargement of the spleen, anemia of a secondary type, 
leukopenia, and a marked tendency to hemorrhage and late m 
the disease ne ha^e arrhosis of the liver with asotes and shght 
jaundice, known as Banti’s disease which we now know to be an 
advanced splenic anemia 

The blood picture as recorded m this case is quite character- 
istic, except the leukopenia is not as low as m most cases 

This patient has had no hemorrhages to her knowledge, which 
is characteristic of this disease At times such hemorrhages are 
very profuse from stomach and bowel On one occasion I had a 
man die from persistent hemorrhage with this disease He was 
transfused three times, but to no effect 

Splenectom> done carlj frequently effects a complete cure 
Mortality of the operation m these cases ranges from 9 to 19 
per cent 

I beheae it rather unhkclj that a diagnosis can be made in 
the Ncry inapicnc> of this disease, and, too, one would not be 
justified in doing a splenectomy with the meager findings of the 
blood alone without some enlargement of the spleen It is 
gcnerall} accepted that the spleen has to be about twice its nor- 
mal size before it can be cbmca1l> recognized, the disease probably 
ha\ing to be in progress some time before being determined 
Unqucstionablj it w ould be the ideal procedure to do a splen- 
cctom> at the beginning of the disease, if it could be definitely 
determined 
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CLINIC OF DR. REXWALD BROWN 
Cottage Hospital, Santa Barbara, California 


TORSION OF GREAT OMENTUM 

Tins patient is eighty years of age. He was awakened last 
night by a sense of fulness in scrotum which gradually developed 
into a severe pain both in scrotum and in abdomen The family 
physician, Dr. L. E. Heiges of Lompoc, was called who tried in 
vain to return the scrotal mass into abdomen Patient was then 
sent to hospital. 

Patient says he has not vomited since onset of trouble and 
bowels have not moved. He states that he was operated upon 
for right inguinal hernia in 1884, and that the condition recurred 
shortly after He has worn a truss for many years, but it has 
not prevented many descents of a mass into the scrotum, which 
mass he has always been able to push back rather readily. 

Examination reveals a very powerful, elderly man with a 
temperature of 100” F., and a pulse of 70. The leukocytes are 
10,000, and the urine is normal. There is an enormous, tender 
mass in the right side of the scrotum, and great tenderness Avith 
rigidity in the right iliac fossa and over the symphysis pubis. 
An incarcerated hernia is diagnosed. 

A right inguinal incision is made, extending into upper part 
of scrotum. On opening the canal a considerable amount of 
serosanguinous fluiil escapes. The huge mass Ijdng in the scrotum 
is seen to be omentum. This is gangrenous. It fills up numerous 
small and large pockets in the broad hernial sac, but is not ad- 
herent to the walls of the sac. \Vc look for a constriction about 
the omentum by the internal ring, but find this does not exist. 
\Vc fintl it Cvasy to pull more gangrenous omentum through the 
internal ring, a surprising amount of it. Now, there comes into 

X}6i 
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\iew a twisted cord like structure, m caliber the size of the barrel 
of 1 fountain pen We recognize this as a torsion, several tunes a 
twist of the omentum There is no circulation below the torsion, 
thus accounting for the gangrene We place a strong ligature 
through normal omentum just above the tnisted pedicle, and ex 
CISC the gangrenous mass below We find the mass almost com 
pletely fills a large basm such as we use to nnse off our hands 
after scrubbing 

The large sac is now cut av\a> a polycystic testicle removed, 
and the usual inguinal repair made * 

Torsion of the great omentum, though not rare is not seen 
often enough to cause most surgeons to bear it m mind when 
studying a case for diagnosis It should be thought of m a case 
ol ingumil and scrotal hernia which becomes irreducible after a 
period wherein the sac has been repeatedly emptied by the pa 
tient himself a member of the family or by a physiaan Most 
cases of torsion arc associated with inguinal hemicc, into the sacs 
of which the omenti have made repeated entrances and exits 
It is not improbable that the many returns of the freely moving 
omenti to the abdomen have caused them to roll and twist mto 
cords m which the circulation is finally strangulated leading to 
the symptoms 

It cannot be said there is any classic picture of the condition 
but a careful survey of a patient’s history ma> enable the sur 
geon occasionally to make a diagnosis 

IVhen a patient is operated upon earlj and the diseased 
portion of the omentum resected recovery may be expected 

' This patient left the hosp tal in three weeks coropleteU recot ered after 
an unetentful contalescencc 



BACKWARD AND INWARD DISLOCATION OF STERNAL 
END OF CLAVICLE OPEN REDUCHON 

This patient is twenty years of age Three days ago he was 
kicked by a mule the hoof striking him just outside the junction 
of the left clavicle with the manubnum There were no symp 
toms other than severe pain and inability to use arm adequately 
An X ray picture revealed a dislocation backward and inward 
of the sternal end of the clavicle Under ether it was impossible 
to dislodge or even budge the dislocation The sternal end of the 
clavicle was easily felt in th'^ suprasternal notch Because of our 
inability to reduce the deformity by manipulation we are going 
to do an open operation 

Our incision is 4 inches long beginning at upper end of manu 
brium and extended along clavicle The sternoclavicular liga 
ment and intcrclavicular ligament are seen to be tom as well as 
the costoclavicular ligament The articular disk is lacerated 
We try to pry the clavicle out from behind the sternum This 
proves to be difHcult With two very large long bone holding 
forceps held by assistants pulling outward on the clavicle and by 
manipulation and lifting with a Wunt hook on the sternal end 
of the claMcle we arc able to swing the cla\acle upward and out 
ward into position Because the integntj of the joint is largely 
destroyed we conclude that permanenej of position will be as 
sured only b> winng the clavicle to the manubnum This we 
do by a double siUcr wire Closure is now made and upper arm 
IS bound to side b> adhesive plaster • 

This IS a rare type of injury probablj the rarest of all the 
t> 7 >cs of dislocation of the cla\idc Most of the dislocations arc 
at the acromial end Not over 10 per cent of all dislocations in 
the bodj are of the claaacle In the literature references to back 
ward dislocation of the sternal end of the cHmcIc arc few and 
far between There is no standard procedure for handling them 

* I atient left Iio«p tal m 5c\-cn «Tcks with ch\ iclc sofidI> fixed to sternum 
and excellent u*c of arm 

XJ63 




URETERAL STONE. REMOVAL BY COUNOLL EXTRACTOR 


ThL> patient is a strong Wgorous individual, tnentv'-seven 
jears of age A vear ago, in San Francisco, he had an attack of 
ureteral colic A stone became impacted in the ureter, and 
twelve attempts were made to remove it by ureteral manipula- 



tig SS7 — Slone al'ovc CounciH ewractor 

tion through the cv stoacopc The attempts were not succesiiful, 
and operation was advT^d but rcfu-<d 

Patient has since been relativelj well until three nights ago 
when there was another «^\cre attack of nght ureteral colic, re- 
quinng morphm to quiet it He was sent into the hospital where 
the stone was localized b\ ureteral cathetenzalion and x ray et- 
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amination. The stone lies about 3 inches above the ureteral 
opening into the bladder. 

This morning it is proposed to secure the stone by means of 
the stone extractor, devised by Dr VV. A. Councill of Baltimore 
and first reported by him in the June 19, 1926, number of the 
Journal of the American Medical Association 

My associate, Dr. Indng Wills, will undertake the procedure. 
You will note that the instrument is a modification of the well- 



Fig 588 — Stone locked in meshes of extractor and being extracted 

known esophageal probang, and consists of a long, flexible cable 
at the business end of which is a basket of five strands of piano 
wire which can be opened to admit the stone by compression of 
the handle 

Dr Wills passes first a cystoscope, and then inserts a ureteral 
catheter up to and above the stone. The ureter is anesthetized 
with a few cubic centimeters of 5 per cent, procain. and the 
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catheter plugged A y, ait of five minutes is allow ed for the anes 
thetic to take effect Five cubic centimeters of sweet oil are now 
passed through the catheter for lubrication The catheter is 
withdrawn 

• The portion of the ureter below the stone is now dilated with 
the metal olive of Buerger Dr Wills next passes the CoimciU 
Stone Extractor into the ureter to a position, which having been 
calculated by previous measurement, brings the basket opposite 
the calculus A roentgenogram is now taken to check up on the 
relation of stone and extractor The wires are opened forcing 
the stone into their meshes Another roentgenogram shows the 
stone locked m the wires (Fig 588) 

Dr Wills makes gentle traction on the cable, watching prog 
ress through the cystoscope The extractor appears in the blad 
der, carrying the stone, and now both cystoscope and extractor 
with its stone are withdrawn from the bladder The successful 
conclusion is dramatic 




CLINIC OF DR 0 F LAMSON 


S^^TDisn Hospitxl, Seattlf, Washington 


JEJUNAL ULCER 

Tins morning ^^e ha\e a case of unusual interest, because of 
the fact that the patient de\ eloped a jejunal ulcer many >ears 
after a pnmary gastro enterostomy In order that you may 
understand this case fully, I will bneflj present the history 
The patient, who was at that tune twenty years of age, first 
came to me m November, 1916 He then complained of epigas 
trie pains of cramp like character that commenced an hour or 
two after each meal, evidently when the stomach was empty 
Food ease was quite definite At that time he had onlj had 
trouble of this sort for about two weeks 

On examination U was found that he was slightly tender at 
McBume) ’s point His s>’mptoms and history indicated prob 
able hjperacidity, and accordingly he was advised regarding his 
diet, and was given a mixture of bismuth, magnesia, and soda 
Evidentl) this somewhat relieved him as we did not hear from 
him for ov er a j ear 

On January 27, 1918, 1 was called to see him, and found him 
m deep shock and suffering from excessive pain in the epigas- 
trium His abdomen was extremely rigid A diagnosis of per- 
forated duodenal ulcer was made, and he was at once sent to the 
hospital and operated We found a perforated ulcer and about 
2 quarts of greenish fluid m the abdominal cavatj This was re- 
moved and the perforated ulcer was sutured, but after sutunn^’ 
It seemed that the obstruction of the duodenum was nearly com- 
plete necessitating a gastro-enterostomj as well 

The patient made prompt and salisfactorj’ rccoverv, and 
remained well for seven vears He then developed a gastnc 
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blood transfusion. He responded -well and promptly Ieco^eted, 
and left the hospital in a rreek. 

His condition has gradually improved so that today his 
hemoglobin is 65 pet cent , and ted count 3,360,000. It is now 
three months since he had the severe hemorrhage. 

We consider now that this patient is sufficiently improved to 
warrant the necessary radical operation to relieve him of his 



s>*mptoms. \\TiiIe he might continue to improve, yet, owing 
to the fact that he had recently a severe hemorrhage, n e feel that 
there is too great a danger of a recurrence of that complication. 

We n-ill make our incision at the site of the former operation 
through the right rectus. Exploration of the site of the duodenum 
reveals dense adhesions between the duodenum, li\er, and gall- 
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bladder The gastrojejunostomy stoma i> in good condition but 
opposite the site of the gastrojejunostomy on the mesenienc side 
of the jejunum there is m ulcer (Fig S89) On account of the 
seN ere hemorrhages he has had from this ulcer we feel that it is 
iniperati\e that it be excised We will first undo the gastro 
jejunostomy and excise the ulcer then suture the jejunum trans 
\ersely to pretent constriction it the sutured line (Fig 590) 



F s 5^1 — Attach ng end ot the stomach to the s dc of the jejunum 

We feel that we ate justified in removing the pyloric end of the 
stomach in order to try to prevent the recurrence of his trouble 
Accordmgly we will resect the lower third of the stomach the 
upper line of excision being just above the gastro enterostomy 
opening in the stomach We uill close the duodenum with a 
double row of sutures and as the stomach can be brought through 
the mesocolon we will do a posterior Polya attaching the end of 
the stomach to the side of the jejunum (Pig 591) 

The appendix shows dense adhesions about it and evidence 
of chronic inflajnmatian We will therefore remove that also 
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DISCUSSION 

The operation performed in this case, I believe, is best fitted 
to meet the conditions we found, as the dense adhesions about the 
duodenum make any plastic operation inadvisable. I do not 
favor the resection of a third or half of the stomach as a routine 
method in surgical treatment of duodenal ulcer, yet in properly 
selected cases of marginal or jejunal ulcers folIo\ving gastro- 
enterostomy, I think this procedure is justifiable. 

The necessity of a second operation in this case brings up the 
vital question as to whether a different type of operation in the 
first place would have made any difference in the permanency of 
the cure A plastic operation with the excision of the duodenal 
ulcer undoubtedly does not change the anatomy as much as a 
gastro-cnteroslomy does, but I think we might naturally expect 
a certain percentage of recurrence of ulcer, no matter what type 
of operation is done. Thus far wc can say that there is no opera- 
tion which has been devised that eradicates the possibility of re- 
currence — in other words, we cannot expect 100 per cent, cure 
from any type of operation. 

It is to be hoped that some time in the future, when our 
knowledge of the etiology of duodenal ulcer is more definite, and 
we know more of the factors which enter into its cause, better 
results will be secured either through medical or surgical treat- 
ment. 

One thing we certainly know, and that is that there must be 
a hearty co-operation between the surgeon and internist, so that, 
on the one hand, there will not be too hasty operation until the 
patient has had a fair chance to be cured by medical treatment. 
On the other hand, the patient must not be treated too long 
medically. 




CLINIC or DR S L CALDBICK 
E\'erett Clinic, Everett, Washington 


PROLONGED TREATMENT OF HYPERPLASTIC TOXIC 
GOITER WITH LUGOL*S SOLUTION, AND THE HAND- 
LING OF SUPPOSEDLY INOPERABLE TOXIC GOITERS 

In reporting the following cases, I do so for the purpose of 
emphasizing the danger of the prolonged use of Lugol’s solu 
tion in the treatment of toxic goiter, and also to stress the im 
portance of remoanng the entire th>roid gland in seemingly in 
operable cases Doctor Toland of Ia)s Angeles advanced the 
theory, at the last meeting of the Pacific Coast Surgical Society, 
that Lugol’s solution could be used over too long a period, and, 
m his estimation might do a great deal of harm Doctor Gilman, 
of San Francisco also presented 23 goiter cases which were con- 
sidered as heretofore inoperable m which he remoacd the entire 
gland with ver> gratifjing results 

Case I — The first case I wish to report is that of Mr H , age 
fort) >ears marned and a clerk by occupation Family history 
reaealed that no other members of the family had suffered from 
goiter, and there was no known chronic disease m the family 
Past historj re\ ealed ordinary diseases of childhood, but no other 
serious illness At the age of twent) he lost an arm m an acci 
dent 

In the earl) part of 1924 he began to haa c slight enlargement 
of the lh)roii\ gland, and a few months later deaclopcd heart 
s>Tnploms, palpitation on exertion, and noticed that his hands 
were moist In the course of a fewmonthshe became aer) weak, 
and suffered from extreme nciaousncss These s)Tnptoms con 
stanll) grew w orsc until it became impossible for him to attend to 
*37S 
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his viork His eyes became promment and the thyroid gland be 
came quite large In the latter part of 1924 he consulted a phys 
ician who advised surgery This he strenously objected to and 
consulted another physician who gave him Lugol s solution He 
was greatly improved by this treatment gamed in weight and 
strength and was so impressed with the glowing results that he 
continued to take Lugol s solution for a period of six months 
when his symptoms relumed \ery much worse than they were 
onginally He was confined to his bed with very marked toxic 
S)Tnptoms Exopbthalmus was pronounced The heart was at 
first \ery rapid and irregular — what some call transient and 
paroxysmal fibnllation With the progress of the disease the 
cardiac damage grew more marked and a persistent fibnllation 
was the result In March 1925 ligation was done under local 
anesthesia of the right supenor pole He was somewhat im 
proved but in the course of six weeks began to grow gradually 
worse and with such marked auncular fibnllation that surgical 
interference was impossible He died in September 1926 

Case H — Mrs J age forty seven years a quarter blood 
Indian woman and a natixe of Washington Family history 
retealed no chronic diseases Past history showed ordinary 
diseases of childhood She had typhoid fe\er at the age of 
eighteen and an attack of inflammator> rheumatism six j ears 
ago 

In the early part of 1923 she suffered from toxic goiter and 
was treated by a local physician for a few months durmg which 
tune Lugol s solution was used with good results In the early 
part of 1924 she underwent an operation m Seattle a bilateral 
partial thyroidectomy being done following which she was much 
improxed A year later the original symptoms recurred and 
under Lugol s solution she again improxed The Lugol s was 
continued for a period of eight months w hen she became marked 
ly worse and was brought to our clinic for examination We 
found her to be suffenng from symptoms dmically typical of 
toxic goiter with marked auricular fibnllation Basal met 
abolism w as plus 65 The unne showed slight trace of albumin 
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and occasional hyaline casts and the blood was negative m every 
respect She was kept in bed m the hospital under medical care 
for a period of six w eeks vv ithout an> marked improv ement We 
considered her an inoperable case The family was so advised 
and she was removed from the Everett Hospital and taken to 
her home where she died one month later 

Case III — Mrs S age fift> two years bom in \\isconsm 
and lived m Washington for twenty five years She was the 
mother of three healthy children Her work and social habits 
were negative and family history was negative No tubercu 
losis or cancer and no history of thyroid disease m her imme 
diate family 

In the early part of 192o she was taken ill and consulted her 
physician who made a diagnosis of toxic hyperplastic goiter and 
put her to bed on Lugol s solution She was so relieved of her 
symptoms that she refused operative treatment continued the 
use of Lugol s solution for a period of six months when she be 
came so ill that she was obliged to consult her physician again 
who put her to bed and administered Lugol s solution This 
time she did not yield to Lugol s but gradually became worse 
and was brought to this clinic m December lQ2a She was 
admitted to the hospital and after careful examination it was 
found that great damage had been done to the heart muscle 
Ihere was marked persistent fibrillation and her metabolic rate 
ranged from 45 to Ta plus She was seen by several competent 
internists who considered her condition grave and advised 
against surgery This woman died in March 1926 

Case IV — Mr S age fifty five years a native'bf Iowa who 
moved to Washington fourteen years ago rancher by occupation 

I’alicnt enjoyed excellent health andwasavery hard worker 
The family and past medical histonc'. were negative His usual 
weight w IS 160 pounds 

In the 'spring of 1926 patient suffered from duodenal ulcer 
He was put on strict bippv diet and with rest m bed for two 
months he made a good recovery He regained his weight and 
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was doJJjg his usual wori. on the farm In October, 1926, he 
complained of bemg ner\ ous, and at that time, he showed typical 
goiter symptoms He lost ifieight rapidly and became so weak 
that he was unable to be about In January, 1927, he ^as taken 
to the E\erett General Hospital, where he was confined to bed 
and gi\ en Lugol’s solution He had lost so much weight, and was 
so extremely weak, with heart muscle so badly degenerated — as 
shown by paroxysmal atta<is of auncular fibrillation — that it 
was not considered safe to do a thyroidectomy on this patient 
Therefore, ligation was done under local anesthesia on January 
20, 1927 Patient seemed somewhat rebeved, but continued to 
lose weight He returned to his home, and m the latter part of 
February he became \ery much worse He re entered the hos 
pital where Lugol s solution was given and he was prepared for 
total thyroidectomy On March 12 1927, we proceeded to 
remo%e the gland This wras done by the usual method, but 
taking care to remo\e exery particle of gland mside the capsule 
After all the gland was remoxed the inside of the capsule was 
scraped with dry gauze, and the wound closed m the usual way 
The operation xvas done as rapidly and carefully as possible, and 
much to our surpnse the patient withstood the operation very 
well From the first day his pulse became slower and he made a 
remarkable recox ery His weight at this time was 78 pounds 
At the end of ten days he was gaming rapidly, and his pulse rate 
w as almost normal Small doses of Armour’s thyroid gland were 
given He has made a xery remarkable and satisfactory re 
coxery, and has now regained his usual weight, and regulates 
the dosage of thyroid accordmg to his symptoms, taking from 1 
to 3 grams daily 

Case V. — Mrs R , thirty years old, marned and has two 
children, four and sex en y ears old She came m for exarmnation 
on hlay 8, 1927, complainmg of weakness, nervousness, attacks 
of palpitation, and loss of weight The family history was nega 
tive The past medical history is negative, except for the ordi 
nary diseases of childhood There was nothing m her work, 
environment, or habits to accoimt for the above symptoms 
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The present trouble dates back about three years, at which 
time the chief discomforts were nen'ousness and rapid pulse. This 
particular feature continued so off and on for the year, when she 
consulted a physician who told her that her trouble was due to a 
hj’peractive thyroid gland, which was at that time slightly en- 
larged. He recommended rest. After two months she was mark- 
edly improved, and was able to be up and about her home, and to 
do her o\\’n work. After a period of two or three months 
the foregoing sjTnptoms returned, and she again went to bed 
and remained quiet for a period of six weeks, when she felt verj’ 
much improved, and able to be up. She continued to be up and 
do^Mi for the next several months, when again the tachycardia 
was more or less persistent, whether she was quiet, or up and 
about. She continued to be up, did practically no work, but 
the nervousness and attacks of palpitation grew steadily worse. 
At night she was troubled with marked sweats, but complained 
of no chills, fever, or rcspirator>* cough. 

On May 8, 1927, she came in for examination and treatment. 
At this time she had the facies of the eyes common in e.xophthal- 
mic goiter, with marked tremor of the e.xtended hands. Her 
pulse was 150, but irregular in force. The thyroid gland was 
diffusely enlarged throughout. There was a definite bruit, but 
no definite thrill over the thyroid gland. Heart was not en- 
larged but rapid, regular in rate but irregular in force; no mur- 
murs were made out at either apex or at the base. Lungs were 
negative throughout. The abdomen and genitalia were nega- 
tive. Reflexes were all slightly increased, but equal. The general 
musculature of the body showed weakness in that she was un- 
steady in her gait. Blood findings showed hemoglobin of 78, 
with normal blood-picture. Blood 'Wassermann was negative. 
Urine reaction was negative. Basal metabolism was plus 52. 

Her condition was such that surgical interference at that 
time was out of the question, so she was put to bed and given 
Lugol’s solution in milk after meals and given a high-caloric 
diet. With this treatment, marked improvement was made as 
far as her nervousness was concerned, and the size of the thy- 
roid was reduced, but it became much firmer than pre\*iously. 
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However the attacks of palpitation anti the tachycardia per 
sisted 

It was the opinion after having obser\ed this patient 
in the past several months that surgical interference at this 
time was justified This conclusion was based on our past ex 
perience with similar cases m which we continued to treat them 
medically with the result that the patients established such 
heart muscle changes and general physical debihtj that a total 
thyroidectomy was impossible the patients going on to the usual 
gra\ e ending 

This patient was sent to the hospital and prepared for opera 
tion for complete th) roidectomy This was done with very 
little disturbance of the heart rate and her convalescence was 
most gratifjing She left the hospital on the tenth day Her 
pulse rate ranged from 72 to 84 and she felt very much rested 
The marked tremor of the hands was pnrct/caffy gone she had 
no night sweats and began to gam in weight 

These few cases are reported to illustrate what can be done 
in seemingl> inoperable goiters providing the entire gland is 
removed taking good care to keep within the capsule but re 
moving all the thjroid gland and not disturbing the parathy 
roids It has been said and I believe truly so that it is not the 
gland removal that gives the patients the symptoms following 
the operation but the portion of the gland that is allowed to 
remain It is our impression that had the first three cases been 
operated doing a total thyroidectomy they might have been 
alive today 

After the thj roidectomy when the patients have regained 
their normal weight thev arc given from 3 to 5 grams of thyroid 
extract dailj which keeps their physical condition perfectly 
normal 
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AN UNUSUAL POSTOPERATIVE COMPLICATION IN EX- 
OPHTHALMIC GOITER 

Patient is a female aged fortj and presents the follow- 
ing symptoms Marked weakness cspeaally of the legs, nervous 
ness tachycardia, tremor loss of weight marked exophthalmos, 
enlarged left lobe of the thyroid sweats and dyspnea 

All the abo\e symptoms were noticed twelve months ago, and 
haxe gradually increased m sexenty up to the present time The 
metabolic rate is plus 58 per cent 

Eighteen years ago she had the same symptoms at which 
time nearly all of the right lobe of the thyroid was removed — 
the left lobe was not enlarged at the time Following the opera 
tion she was rehexed of all her symptoms for sexenteen years 
Physical condition shows a xcry poorly nourished, extremely 
nervous woman The left lobe of the thyroid is enlarged about 
three times greater than normal no nodules are felt Right lobe 
IS not palpable Pulse rate is 140 Blood pressure, 140/80 
Liryngoscopic examination is negative no lagging of vocal 
cords 

Patient was hospitalized for two weeks, given 10 minims 
of Lugol s solution three times a day later increased to 15 
mimms three times a day She did not re-'pond w ell to the Lugol s 
solution probabh due to the fact that she had had lodin medica 
tion periodically during the last year 

Operation — Under clhvlcnc anesthesia about seven-eighths 
of the left lobe was removed It was noticed that the trachea 
had been displaced to the nght of midhnc due to adhesions from 

\(iL — Si iiSi 
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the pre\ious operation The adhesions were not disturbed The 
patient stood the operation \ery Tiell, the pulse was 104 at the 
end of the operation 

Postoperative Course — ^Immediately upon awakening, while 
still in the operating room, she complained of difficult breathing 
Thinking the dressing might be too tight, it was loosened, but 
this did not gi\e relief Morphin, f gr, was given, which 
gave her relief for about three hours The dyspnea again 
recurred being entirely mspiratory m character A laiyngo 
scopic examination was made and the cords were functionmg 
normally, also there had been no change in the \ oice The wound 
was inspected for hemorrhage No bleeding or blood clot was 
found In spite of all the ordinary procedures such as morphm, 
^ gr , sodium bromid, 30 gr , and chloral hydrate, 15 gr , 
per rectum, fluids subcutaneously, 1 dram of Lugol s solution 
m a quart of water as rectal dnp and steam inhalations of 
tincture of benzoin she continued to get more d>’spneic and 
very tired 

It was then decided to do a tracheotomy, which was done 
through the same operative wound, a little 1 per cent no\ocam 
was used The trachea was found to the right of midlme, some 
what flattened, and buried b> adhesions of the right prethyroid 
muscles A small tracheotomy tube was inserted which gave 
almost immediate relief The tube was kept m the trachea for 
four days then removed She had a rather severe hyperthyroid 
reaction, lasting seventy two hours, after which she made an 
uneventful recovery 

Comment — The usual postoperative causes of dj’spnea are 

1 Injury to the recurrent laryngeal nerve 

2 Tracheal collapse m the large adenomatous goiter, es 
peaally the mtrathoraac type 

3 Occasionally, at the height of a severe postoperative re 
action 

In this case the goiter was small, about the size of a hen’s 
egg, but on account of tracheal deformity due to adhesions, the 
rebeving of pressure by the removal of the left lobe probably 
caused a kink, suffiaent to produce the dyspnea 
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The reason for leaving t^e tube m tbe trachea lo: 
was the se^'ere po^operativc Ir.-perih\TO'd reaction 
not feel i: sife to rerao« the tcbe eari er 

It is now four months since her operation and he 
is eiceCent, no dmcnltj in breadanir and -he c*’ti'e!v 
her hypertfrjTo’d s^mp'oms 
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enlarged The blood showed Hemoglobin, 92 per cent (Sahh), 
red blood cells 4 480, OOOj leukocytes 11,000, polymorphonuclear 
leukocytes 72percent Theunne 1 plus of albumin few hyalin 
casts leukocytes, and red blood cells The x ray examination 
showed the right kidney nonnal as to size, shape, and position 
The hepatic flexure was displaced upward aboae the large globu 
lar mass which occupied the right ihac fossa and extended up- 
ward to the le\el of the transverse process of the third lumbar 
\ertebra 

Diagnosis —The possibility of a kidney tumor, a polvcystic 
kidney, or hydronephrosis in view of the unnary frequency com 
plaints and laboratory findings was carefully excluded by an 
X ray shadow of a normal right kidney Malignancy, espeaally 
sarcomatous m a tumor of this size is usually firmer and painful, 
showing more anemn than seen here and with evidences of m* 
tolvement elsewhere as melastases Carcinomata of the per 
itoaeum are more irreguhr and firm with more general con 
stitutional signs of a malignancy In mesenteric cysts we find 
generally a more mo^ able mass of smaller size and of a cystic 
nature on palpation The mass is not painful and there is no 
leukocytosis or temperature as found in an abscess Pancreatic 
tumors are more nodular irregular and firmer than this mass, 
if cysts they are generally smaller and often occupy the mid 
position A diagno^s of retroperitoneal grcmlh of an tinkiitnin 
origin or /y/>c in lower abdominal or pcUic region was made and 
operation adNUsed 

Under ethylene gas the abdomen was opened by an outer 
low right rectus incision oaer the most prominent part of the 
tumor, opening into the peritoneal caanly A large retroperitoneal 
tumor w as obsen ed m the right iliac fossa pushing the cecum to 
the midlme An masion was made through the peritoneum 
over the presenting tumor, and a huge lobulated fatty tumor 
enucleated from abo\e downward The pchic or dependent 
part of the tumor was found to have protruded through a dilated 
nght femoral nng The tent m the peritoneum and the ab 
dominal cavnty closed in the usual way without drainage 

The site of ongin is most interesting and unusual, starting 
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in the thigh and forcing up through the femoral canal space 
retropentoneall) into the abdominal canty 

Con\*ale5cence i\*as without cxcnt The distress of urmaiy 
frequencx' rapidlj diminished to normal and the bowels became 
more regular Ten dax’s following operation he was allowed 
to go home 

GrossK the specimen shoixcd an encapsulated tumor-mass, of 
uniform consistencx lobulated, and measunng 8^3 5x55 
inches On section the speamen showed a benign hpoma, but 
It Is not unusual to tmd these brge, fattx tumors showing a ma- 
Hgnancx 
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OMENTAL ADHESIONS AT THE HEPATIC FLEXURE AND 
GALL-BLADDER 

In interpreting the pathology of these obstructive adhesions 
it is necessarj' to consider the part taken by the colon and liver 
in the inflammatoo* changes which produce them. 

The primao’ focus of infection is probably the appendix in 
most instances. But either through the lymph channels or the 
portal circulation, bacteria find lodgment in the subscrous reticu- 
lar area at the flexure, and in the perilobular areas in the liver. 
This inflammation, reaching the serous covering of these organs, 
causes the omentum to adhere, producing kinldng and twisting 
of the colon, and interfering with the colonic current. The 
hepatitis in the liver resulting from this infection causes, by 
IjTnphogenous extension, cholecystitis and in some instances 
pancreatitis. 

Adhesions of the gastrohepatic and great omentum to the 
gall-bladder and border of the liver are frequently seen, the gall- 
bladder being partially or wholly covered, or distorted, and 
drawn out of its normal position. In two cases the adhesion 
of the great omentum extended along the entire right border of 
the liver, covering the gall-bladder, and dragging the hepatic 
flexure and first third of the transverse colon far out of their 
zones. The gall-bladder may be contracted and hyperplastic, 
and especially thickened if the infective edema in the liver has 
persisted after the initial hepatitis. 

As a rule, these adhesions cany in their train a complex of 
symptoms which are attended with pain or a feeling of disten- 
tion after eating and ^^sceral disfunction. One of the most con- 
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stant s3Tnptoms is pain in the region of the hepatic flexure a 
more or less constant tjTnpany, and associated with it, constipa 
tion and the colicky pains of mucous colitis If the pylorus 
IS constricted or drawTi out of place by the adhesions, nausea, 
and symptoms of pyloroqiasm and pylonc obstruction may be 
present Anorexia and a general bodily languor are not uncom 
mon 

The diagnosis may be made by a carefully taken history and 
the general simptoms, which are characteristic and easily in 
terpreted b> one familiar mth this specific pathology Radio 
graphic studies are useful in the region of the flexure but may be 
and usually are misleading in the region of the gall bladder and 
pylorus We usually disregard them 

The descending colon is \ery commonly spastic and mucous 
colitis IS often present where the flexure is seriously deformed 
Bile IS found in the unne in those cases in nhich the choledochus 
or the common hepatic duct may be partially obstructed b> 
kinking The skin m these patients takes on a mildly tawny 
color not unlike that in hemolytic jaundice Man> patients show 
an increased leukocytosis and a decrease m red cells and m the 
color index The treatment is frankly surgical Most of the pa 
tients seen hax e gone through long courses of medical and dietetic 
treatment usuall> with benefit But in time all of them re 
lapsed The long and expcnsixe sanitanum treatment of these 
patients with ultimate failure to relieve them of their uncom 
fortable sjmptoms, eventually discourages them, and thej turn 
to the surgeon vihom they should have consulted in the begin 
ning for definite relief If the internist would make it a rule to 
be present and see the complicated pathology revealed m these 
patients at operation, he would cease to attempt longer to treat 
such organic visceral deformities until after thej had been cor 
rected surgically It is folly to treat digestive sjuiptoms and 
colitis medicaU) in the presence of the adhesions we are con 
sidenng The internist should learn to diagnose these condi 
tions as the surgeon has been compelled to do, and he should be 
afforded the opportunit> to study the living pathology ind relj 
less on laboratorj tests which so often mislead him 
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In freeing the adhesions and rcstonng the Msceri to their 
normal position the finest surgical technic should be emplojed 
to conser\e the delicate omental tissue and co\er m all raw 
surfaces If the li\er is edematous or the pancreas is enlarged 
the fundus of the gall bladder should be rcmoaed and the Iiaer 
and pancreas drained through the c>stic duct In all cases the 
appendix should be remoaed as a routine 

It IS surpnsmg what the internist can do for these patients 
after the appropriate surgerj has been done 

The resumption of gastro intestinal normal function is rapid 
and substantially permanent and on!> m the smallest percentage 
IS there e\ en in slight degree a reforming of the adhesions if the 
work has been properly done 

In the twcntj >earsm which our attention has been cnlicallj 
directed to the colon and gall bladder we ha\c seen an increasing 
number of these cases and obaiousl) because we make it a rou 
tmc to examine the regions which ma> be inxoKed while engaged 
m the consideration of other abdominal conditions 

^\e cannot too often emphasize the surgical stupidit) of re 
moxmg a chronicall> diseased appendtx without inquinng into 
the patholog) of the colon flexure the hxer gallbladder and 
pancreas And this inquir> should be more than a hast) and 
casual inspection it should be guided b> e\idencei> lower dowm 
of l>'mphatic extension higher up and b\ an intelligent under 
standing of the possible pathologj one might reasonabU expect 
to uncox er 
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CARDIOSPASM 

The patient that vc ha\e to present this morning is a man 
who was referred to us by Dr John P Sandholdt of Monterey 

He presented a \er>’ ad\anced t>pc of the disease generally 
known by the term “cardiospasm “ \Vc operated upon him at the 
Universityof California Hospital on Januar> 26 1927 He conies 
back to us to report on his condition and (or (urthet »*ray studies 
The operation has completely relieved him so far as the symp- 
toms arc concerned, and he is able to cat all kinds of food nith 
comfort and without regurgitation, gaining at least 30 pounds m 
weight 

This condition which is generally described under the term 
of “cardiospasm” has been known lor a good manj years — articles 
upon It having been written as early as the se\enteenth century 
We find reports by Purton m 1821, Hanna> m 1833, and, in 1874, 
von Ziemssen and Zenker collected 17 cases and added one of 
their own In 1881, Mikulicz and Strumpel desenbed the con- 
dition, and after making a careful study of its origin gave it the 
name of “cardiospasm,” believing that the condition was caused 
by spasm of the cardiac end of the stomach This name is a very 
poor one Many others have been advanced to improve upon it, 
but none has been acceptable, because no certain theory has 
been accepted in explanation of the condition So the term per- 
sists for want of a better one 

At the present time, from our x-ray studies, we are certain that 
the obstruction does not occur at the cardiac end of the stomach, 
and that spasm is not a necessary part of the di=.ease The term 
I39S 
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cardiospnsm is also sornetimes applied to certain reflex spasms 
of the lower end of the esophagus occurring especially m ner 
\ous individuals and hav mg their ongin perhaps, in disease of 
the gall bladder or other intni abdominal organs Under 
fluoroscopic examination there may be a spasm noted with de 
la> at the lower end of the esophagus and with slight dilatation 
but one finds on second or third examinations that the spasm is 
absent and tends to come and go These cases therefore should 
not be classified in this group We believe that cardiospasm 
should be apphed only to those cases where there is dilatation of 
the esophagus above the point of stricture which is persistent 
graduallj increases with the lapse of time and always is a pro 
gressive disease The patient presented today is a good example 
of this \ou wall notice also that he gives every appearance of 
having a vcr> stable nenous system which is commonly so in 
cases of true cardiospasm in contradistinction to (he mstabihtj 
of the reflex t>’pe 

The underl>ing causes which bring about cardiospasm are 
still unknown Innumerable theories have been advanced none 
of which have anj very exact basis either on clinical or expen 
mental facts Among some of the theories presented we ma> 
mention the idiopathic factor similar to that found m Hirsch 
sprung s disease of the large bowel inco ordination between the 
diaphragm and deglutition due to congenital abnonnality, kmk 
ing of the esophagus at the hiatus inco ordinated m iscular move 
ments lesions of the vagi nerves diaphragmatic pmch cock 
effect and double twast produced in the esophagus due to lung 
tips pressure e can only sa> that there seems to be a neuro 
muscular mco-ordmation with probably a congenital predispo 
sition in explanation of this most peculiar and interesting di«ease 

The symptoms of this condition are fatrlj typical as they 
were in the patient we have before us Djsphagia is the first 
complaint It vanes considerably from a vague sensation of dis 
comfort to actual diflicuU> 

e are of the belief that the esophageal condition is usually 
congenital m origin but that the s>Tnptom5 are overlooked dur 
mg earl) life or ma> not be present comparable to the presence 
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of a cen-ical rib ^\hich fails to produce symptoms until the second 
or third decade In cardiospasm, also, the s>Tnptoms usually 
arise in the third decade. Perhaps with age there is a further de- 
pression of the diaphragm or dragging on the esophagus with 
rotation of the tube that brings on the s>Tnptoms at this time 
The dysphagia not infrcquenlly comes on abruptly, and for that 
reason the patient thinks it is brought about by some indis- 
cretion of diet, an injurj*. or following a severe illness. The in- 
cidence of the tlisease is about (our males to three females 



Fig 5^0 — Ca'se V B January JO, 1927 Showing trcmeiuiousl> dilated 
esophagus, filled with bismuth Ijiog to the right of the spine aboac the dn 
phragm The constriction is se\-cril inches long before the cardiac end of 
the stomach is reached The narroumg begins just at the entrance of the 
esophagus through the diaphragm 

Along nith dysphagia the patient begins to regurgitate 
This symptom may be early, at other times coming late. Pain 
is not usually a marked symptom except as it may be caused by 
the pressure of the dilated tube, but distress in the chest is often 
complained of As the disease progresses and the taking of food 
becomes more and more impossible, the patient loses weight and 
strength dependent entirely upon the degree of obstruction. 

VOL 7—82 
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The dilatation of the esophagus progres'ses from a spindle 
enlargement to a \ery large tylmdncal or fusiform sac with 
marked elongation We draw your attention to the x ray plate 
of this patient (Fig 596) which shows an enormous enlargement 
of the esophagus above the diaphragm It is quite as large as the 
ordinary stomach and when we saw it first under the fluoroscope, 
we felt sure that we were looking at a diaphragmatic hernia, m 
which the stomach was above the diaphragm It will be noted 



i 
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Fig S97 *— Case V B July 25 1927 After operation rnanual dilatation 
(Mikulicz) The esophagus still dilated but dun nished m size The opening 
through the diaphragm considerably enlarged permitting the passage of all 
kinds of food 

also that the bismuth tnckles somewhat eccentrically, through 
the diaphragm as a narrow stream for several inches before 
reaching the cardiac end of the stomach The elongation of the 
esophagus is shovvn by the fact that it now lies to the right of the 
spinal column, and the smoothness of the entire tube is espe 
cially to be remarked 

In the early stage diagnosis may be difficult It is best made 
by an a: ray examination with a thick barium paste Esopha- 
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goscopy Ai\ill usually at this time show very little In the later 
stages, both esophagoscopy and especially the a:-ray give very 
definite information It is advisable to wash out the sac ^\^th a 
stomach-tube before examinations arc made The most impor- 
tant differential diagnosis is the distinction between the carcinoma 
of the esophagus and cardiospasm In Fig 598 we ha\ e a lateral 
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Fig 598 — Carcinoma of the esophagus Typical picture of a lateral 
view of the esophagus, Showing irregularity at the point of stricture, the bis- 
muth trickling down the middle as a small narrow stream, and with very 
moderate dilatation of the esophagus above 

view of a carcinoma of the esophagus, showing the moderate 
dilatation above a very tight stricture and some irregularity of 
the wall of the esophagus at the lower end In Fig 599 we have 
a different type of carcinoma, coming on the basis of a polypoid 
condition, in which you see dilatation and constriction in different 
areas with the polypoid mass outlmed by the barium meal 
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I want here again to stress the \ery important symptom of 
d> sphagia This symptom is an early one both in cardiospasm 
and carcinoma of the esophagus, and immediate steps should be 
taken as early as possible to differentiate them This symptom 
may disappear and recur again after weeks or months Its oc 
currence warrants an immediate examination of the esophagus 



r g S99 — Stricture and dilatation of the esophagus from a pol>poid growtl , 
which hns become care nomatous m certain areas 

w ith the esophagoscope It is only by this means that carcinoma 
of the esophagus can be diagnosed early enough to admit sur 
gical interference :c Ray examinations at this stage are usually 
negdt]\c If the disease howeter is cardiospasm the mistaken 
diagnosis does not lead to such senous consequences The con 
dition will merely progress to a further stage and can be handled 
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Inter There nre other conditions of the esophagus such as 
pol>'pi, strictures, ulcers, and pressure upon the esophagus by 
mediastinal tumors— all of which may have to be dilTerentiated. 

The treatment of this condition is now almost entirely by 
dilatation with the Plummer dilators Xcarly all cases can be 
relieved by gradual dilatation. The dilator has a rubber bag on 
the end. and its passage through the small narrow opening of the 
diaphragm is facilitated by first ha\'ing the patient swallow a 
piece of thread. Sufficient time must elapse for the thread to 
enter the stomach and intestinal tract, the end hanging from the 
mouth is then threaded upon the instrument, and as the thread 
is pulled taut it is guided through the opening. Gradual hydro- 
static pressure is used to enlarge the esophageal constriction. 

Plummer, at the Jfayo Clinic, has treated well over 500 cases 
by this method with vciy excellent results. Surger>' in various 
forms has been used such as plastics on the esophagus, but the 
best surgical method seems to be that recommended by Mikulicz 
in 1882, and later by Walton, who reported 16 cases in the 
British Journal of Surger>' in April, 1925 This is the method 
by digital dilatation through the stomach. 

All methods that arc used, both the non-operative and the 
operative, carry with them one great danger. If the wall of the 
esophagus is punctured, mediastinilis is easily set up and death 
from infection is liable to result, so that all manipulations either 
with the bougie or fingers most be done with extreme care. In 
the case which we have before us we failed to find the opening 
with the esophagoscope because of the huge dilatation, and fear- 
ing a puncture of the thin-walled esophagus we decided to carry 
out the method of Mikulicz by digital dilatation 

ILLUSTRATIVE CASE 

The patient whom we have seen presented the following 
history. 

V. B., Case No. 37490-S, Patient first consulted us at our 
office, and was later sent to the University of California Hospital 
for further study. 

Age.— Forty-eight years. 
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^\ith the idea of passing a Plummer bag later and dilating the 
lower end of the esophagus The patient was unmanageable 
under local anesthesia so the procedure was earned out with a 
general anesthetic Following is the report of Dr Martin 

The stnng although m position forty eight hours has 
failed to go through The sac is about 8 cm m diameter with 
many trabeculations showing The opening at 46 cm is at the 
right angle of the sac and sharplj angulated to the left A small 
dilator with flexible tip was passed wathout difficulty I do not 
belie\e a Plummer dilator can e\cr be successfully passed due 
to the sharp angle the neck of the sac takes 

Operative Procedure — As a preliminary the esophageal sac 
was washed out thoroughly with salt solution the might before 
and again the morning of operation m order to remove any food 
and debns w hich might be lodged in the sac If this is not done 
the field of operation may be infected by a sudden gush of 
fluid from abo^e during the operation Under general anesthesia 
a midline incision was made between the cnsiform cartilage and 
the umbilicus The stomach was readily exposed and a trans 
\erse incision made in an aaascular part of the anterior wall 
running up w ell on the cardiac end The contents of the stomach 
were then remoNcd by suction and the abdominal cavity care 
fully walled off by moist tapes With the field thu-) protected 
the whole hand was inserted into the stomach up toward the 
diaphragm and the index finger groped for the opening of the 
esophagus In this case it was found well toward the right The 
opening was not easy to find as it seemed to be co%ered by a 
reduplication of mucous membrane which acted like a ^ell over 
the orifice 

The point of obstruction and narrowing was at the point 
where the esophagus passed through the diaphragm The index 
finger passed into the opening with only slight difricult\ W hen 
we attempted to pass two fingers however a sharp band like 
resistance was felt almost like a cutting edge so that we pro 
ceeded with the dilatation very «lowIy Finally both the index 
and middle fingers could be passed through the opening The 
fingers were then ‘^parated to enlarge it The little finger was 
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then added so that a four finger dilatation \\ as obtained Walton 
states that this is iiccessaT> for a perniaiicnt result Plenty o( 
time uas taken to permit the dilatation to occur without tear 
or rupture of the esophagus, and it uould seem that only b> the 
use of the fingers and the sense of touch can this be earned out 
lYith safety As has been pointed out, the use of an mstniment 
IS fraught unth danger 

The openmg of the stomach was then closed b> two la>crs 
of sutures, and the wound closed m the usual without 
drainage 

The patient was allowed to swallow water after the first 
twentj four hours, and gradual!) resumed the taking of soft 
food His comalescencc wais immtemipted, and he was dis- 
charged on February' 15, 1927, at which time he was able to take 
almost an) kind of food without discomfort or distress 

At the present time the patient has gamed about 30 pounds 
m weight IS \erj happy and has no difficult) in swallowing 
xRajs taken Jul> 25, 1927 (See Fig 597), show there is 
still considerable dilatation of the esophagus abo\e the dia- 
phragm, but nothing like that found m his onginal plate This 
wall persist probably o\ er a period of scn eral > cars The narrow- 
ing of the esophagus through the hiatus of the diaphragm is 
seen, but it is much wider than before operation as shown m 
Fig 596 
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ORTHOPEDIC CLINIC 

CASE I LUXATION OF THE ACROMIOCLAVICULAR JOINT 

There is no injur> about the shoulder joint, that I know of 
that seems so unimportant when it is mllicted, but becomes so dis 
abling when inadequately treated, as dislocation of the acromio 
clavicular joint hfost of the instances of this mjury that we 
have seen ha\e been old long standmg disabilities in which the 
patient usuall> a workman, says that he can do very little or 
no work because of insecurity of the shoulder In elevating the 
upper extremity, especially in moderate abduction, when any 
stress IS placed upon it, as m hftmg “somethmg gives way, 
and the arm “becomes weak,” and the shoulder is unstable and 
difficult to control There is no doubt about the reality of this 
complamt, and exanunation reveals the promment upward pro- 
jeclmg outer end of the davicle with hypermobiUty of the 
acromioclavicular joint Our treatment in these cases has been 
operative exposure of the joint, removal of all intervening carti 
lage and soft tissue between the clavicle and acromion process, 
and arthrodesis by bone scarification and bone chips and flaps 
followed b> prolonged immobilization, yielding fairly good 
results 

There are two reasons for the commonly prolonged disability 
m this mjury First, the nature of the mjury is often over 
looked altogether, and therefore, is not treated at all, and second 
when It is recognized it is seldom adequately treated As m 
any other luxation, the treatment consists of complete reduction 
and retention therem, until tom penarticular ligaments have 
1307 
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healed, and subsequent protection against their tearing again 
either suddenly or gradually 

This injurj', usually so disabling, responds readily to such 
treatment 

This patient fell, resisting, as usual the fall with the hand, 
resulting m an acutely painful left shoulder, with moderate 
swelling about the acromiodaxncular joint When the weight 
of the arm is allowed to hang at the side the pain is increased 
inclining the patient to hold the weight up with the other hand 
The outer extremitj of the claxicle juts upward more than nor 


% 





X.* 



Tig 600 — Ratliogroph of dislocateU acromioclavicular joint 


mally, and when the left arm is lifted passivelj by the examiner 
the acromion can be lifted up and the claxicle pressed down 
into normal position there is hypermobility These findings, 
together with localized tenderness o\er the joint constitute the 
diagnostic features of the injury, and arc more important than 
the X ray findings Tlie radiograph ma) be misleading in 
acromioclavicular joint injuries for two reasons One is because, 
m some persons, the normal j*oint has a wide interarticular in- 
terval between the bone-ends, which looks like a separation, 
especially when the clavicle is on a higher le\ el than the acromion 
which sometimes obtains nonnanj The other source of error 
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lies in radiographs taken wth the patient reclining and holding 
the dislocated joint in a position that yields a view, giNdng the 
appearance of a normal joint. 

In this case the radiograph (Fig. 600) shows definite separa- 
tion. 

When the luxation occurs, there is undoubtedly extensive 
tearing of the capsular ligament of the joint, and someone has 



Fig 601 — Arm and trunk incased in plaster 


recently demonstrated that the coracoclavicular ligament is 
similarly damaged, and the latter has been suggested as the chief 
pathology 

In any event the treatment of the early case demands com- 
plete and prolonged reduction Reduction can be brought about 
in only one i\ay, viz , elevation of the entire ueight of the upper 





1310 


RICHARD B DILLEHUVT 


extremity well above its normal level which lifts with it the 
scapula and hence its acromion process This is simple enough 
but the problem is how to keep it there The commonly used 
and occasionally successful method is to lift the weight of the 
arm bj means of slmg or adhesive tape passing around beneath 
the elbon and crossing over the outer half of the clavicle in 
other words slmgmg the weight of the arm over the clavicle 



F g 602 — Jacket and arm plaster connected v- ih arm elevated 

pullmg the former upward and the latter downward The de 
gree of pressure required to retain reduction by this method for 
the requisite tune has been m my expenence too much to be 
borne by the skm and the patient even when applied most 
meticulously hloreover it is desirable to mamtam complete 
control and this method ptov^des only partial control The only 
method which enables complete control of injunes to the acromio 
clavicular jomt and in fact to the clavicle and sternoclavicular 
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jomt IS one ^hich embraces all elements entenng into mo^e 
ments thereof, viz , the entire trunk, and the entire upper ex 
treinit) 

We haxe applied such a method m this case A. nell fitting 
plaster jacket is applied and the nhole upper extrexmt} is en 
dosed m plaster (Fig 601) This hamg been done, the arm 
can be placed in such relation to the trunk as to restore anatomic 



Fig 603 — ^Same as Fig 602 


disarrangements of the shoulder girdle and then fixed there by 
connecting arm and trunk b> a fen turns of plaster bandage 
In this case complete ele\ ation of the arm with the extremity- 
adducted and moderatel> rotated mtemallj — the most comfort 
able position-— accomplished complete reduction (Figs 602-604) 
The climcal appearance is borne out by the radiograph (Fig 
605) 

The plaster will be kept in position for six weeks, when it 
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Fig 60o — Radiograph of acromiocIavicuUr dislocation after reduction 
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be removed, and a sling pro^ided, while strength is being 
regained by gentle and gradually increasing active movements. 

The method is most gratifying in oblique fractures of the 
clavicle, in which retention by end-to-end apposition cannot be 
secured. In this instance the arm is fixed to the trunk in a posi- 
tion of extreme elevation, external rotation, and backward dis- 
placement. 

Despite the numerous contrivances for the purpose, none 
actually completely controls the situation, except one based 
upon the principles that are applied m this case. 

CASE n. PIROGOFF AMPUTATIONi ITS ADVANTAGES OVER THE 
USUAL AMPUTATION IN THE LOWER ONE-THIRD OF THE LEG 

This patient sustained a severe crushing injury' of the left 
foot several years ago, which necessitated amputation through 
the mediotarsal joints as an initial procedure. Although experi- 
ence leads us to believe that no amputation through the foot at 
the classical sites of Lisfranc and Chopart ever results in a pain- 
less and useful stump, it is, nevertheless, desirable in the early 
treatment of crushing injuries of the tarsus and metatarsus, in 
which the anterior foot obviously cannot be saved, to make the 
primar>- amputation through the midtarsal region. The reason 
for this is that infection is very liable to occur, and it is better 
to deal with it at the lower level than to risk it at the site of 
definitive operation, because the cicatrization incidental to in- 
fection in amputation stumps so often results m painful scars. 

The patient had had the amputation through Chopart’s joint 
with the usual disability — pain and difficulty in walking, owing 
to persistent plantar flexion of the foot, causing the anterior 
extremity of the stump to dig into the sole of the shoe. These 
patients attempt to gain relief by walking on the heel, and this 
is impossible because the strong Achilles group of muscles over- 
comes the enfeebled dorsiflexors producing equinus. For some 
reason, the extensors of the toes seem to lose much of their power 
of doTsifiexlng the foot when their insertions are disturbed, even 
though the tendons are carefully reinserted into the tarsus. 

In three of such cases we have performed the Pirogoff ampu- 

VOL. 7—83 
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tation, wth most gratifying results In all three, it might be 
mentioned amputation throu^ the lower one third of the leg 
had been advised by artifiaal limb makers and others 

The operation is simple An mcision across the dorsum of 
the foot, from one malleolus to the other, exposes the ankle 
jomt, which is disarticulated The astragalus and all bony struc 
tures anterior to it, are removed, leaving only the lower ends of 
the tibia and fibula and the os calas The bones of the leg are 
sawed off just abo^c the articular cartilage and the os calas is 
sawed through at nght angles to its long axis just postenor to 
its articular facet (Fig 606) The sawed surface of the latter is 



Fig 606 — Indicates sites of sect on of bones ol leg and os calcis 

then implanted upon that of the tibia and fibula In so doing 
the Achilles’ tendon becomes taut and if too much so must be 
tenotomized The ends of the incision are then joined by an 
other across the sole The extensor tendons are mserted with 
chromic catgut into the subcutaneous tissue of the os calcts an 
tenorly and the wound closed If there ^ no obvious mclination 
to displacement of the os calas no pegs are necessary, and a 
well fittmg plaster is apphed as high as the midthigh The 
latter is removed m three weeks and a new one, very snug is 
apphed up to the knee, and weight bearing thereon gradually 
permitted 

The resultmg stump is exceptionallj useful It has the great 
advantage over higher amputation, m that the patient can walk 
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moderate, simp)e prosthesis am heapphtd, and siabdit) is much 
enhanced by wejght-beanng onlusonn leg rather than indirectly 
through an artificial limb 

In this mstance the os calas is united sohdK to the tibia 
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Fig 611 — SameasFig 6J0 



Fig 612 — Apparatus applied to Pirogoff stump 
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attached tnceps muscle, and reflected upward A chisel was 
driven through the site of the joint, and the bone ends were 
remodeled m the form of a ttodilear joint A flap of fascia lata 
was sewed over the remodeled bone-ends and the wounds clo'^ed 
The usual after treatment — earl> active and gentle passive 
mo\ ement— was earned oat, with the net result after eight months 
of mo\ ement from Sexion of 90 degrees to extension ot 150 de- 
grees No amount of physiotherapy could accomplish anv m 
crease m the range of movement and the result was not con 



Fig 61S — Voluntary extension after art)iroplast\ 

sidered satisfactoiy in thehf’ht of the possibilities of arthroplasty 
of the elbow joint 

The reason for failure lay in inadequate removal of bone — a 
common source of error m arthroplasty At the time of opera 
tion the newlj constructed joint fitted snugly It should hav e 
fitted CoQsdv Aforeover, the modeled olecranon did not unite 
with the ulna, and constituted a source of annojance and ob 
stniction (Hg 634) 

The operation was repeated this time removing a verj 
generous amount of bone from the articular end> so that they 
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Fig 616 —Voluntary flexion after arthropla8t> 



f ig 617 — Radiograph after second arthroplastj 
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articulated loosely The olecranon was removed altogether and 
the tnceps attached to the soft structures, about the ulna 

The final result in this case is as good as can be expected m 
any joint reconstruction Complete flexion can be accomplished 
and extension is earned out to 180 degrees Pronation and 
supination lack only a fexv degrees of normal The joint is 
stable and the arm strong and useful (Figs 615 616) The 
radiographic appearance today is shown m Fig 617 

Perhaps the commonest cause of disappointment m arthro 
plast> IS injudicious selection of cases suitable for the operation 
To gam mo\ ement at the sacnfice of stability is a poor trade m 
the weight bearing joints When the musculature about a joint is 
greatly impaired either b> ocatnzation or destruction or nerve 
(esion increased joint mo\ ement means increased disability 
Considering the possibility of technical failure and the nsk m 
adental to operation it is doubtful if arthroplastj is justifiable 
m ankylosis of one hip or one knee if fixed m the position of 
maximum usefulness 

Of the actual operative technical errors I suspect the one 
here recorded is the commonest Barnng the calamity of m 
fection failure to regain a useful range of movement m the 
elbon joint is much less excusable than in the weight bearing 
joints 
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MENINGIOMA OF THE LEFT FRONTOPARIETAL OF UN- 
USUAL SYMPTOMS. OPERATION. RECOVERY 

This patient, B. B. W., is a male, sixty-four years of age, 
who was referred to me by Dr. Burdon, in March, 1926. 

A year before that time the patient had noticed a little nodule 
on the left forehead, just external to the midline, which he con- 
sidered a cyst. He consulted Dr. Burdon when he was con- 



Fig. 618 — Roentgenogram taken in March, 1926, showing skull defect. 


vinced that it was enlarging in mzc, and upon examination she 
felt pulsation of the cyst, and referred the case to me. 

An a:-ray was taken at the time (Fig. 618), which showed a 
small area just to the left of the midline and below the vertex, 
where the bone was eroded. A definite shadow of the vessel, 
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leading from below upward and from the front back toward 
this area suggested the possibility of this being a pencranial 
sinus with dilatation of the vessel on the outside of the cranium 
The patient stated at that time that he had had no pain over 
the site nor had he suffered any headache The examination 
of the eyes was negative and the blood test gave a negative 
Wassermann The patient would not submit to an operation at 
that time and was not seen again until March 12 1927 when he 
reported to me and a second x ra> was taken (Fig 619) This 
showed the extent and enlargement of the defect m the cranium 



defect 

He Still had neither pain nor tenderness nor headache Thee>es 
were nonnal and there were no positive neurologic fmdmgs 
The mass hovvever had increased to such size that it ap 
peared as a large tumor 1 inch m height and 2 inches in diameter 
(Fig 620) There was a definite pulsation and marked disten 
tion of the veins leading to it from the scalp 

The diagnosis of a pericranial sinus at this time seems to be 
fairly well established Thepossibihty however of a meningioma 
causing the gradual erosion of the bone must be considered 
The X ray does not show th ckening of the bone howev er to the 
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extent that one would expect in a meningioma. The blood- 
pressure was found to be but now is There are no 

positive neurologic findings. 

Operation . — Preparation of the Patient . — In all of our head 
operations we use the technic of preparation as follows : The scalp 
is thoroughly shaved over the part to be operated, and usually 
over the entire surface. The scalp is then cleansed with soap 
and water and gauze-scrub three times, sterile water, alcohol 
twice, and then alcoholic solution of mercurochrome. The inci- 
sion is outlined and draperies applied. 

If it should develop that this is a case of pericranial sinus, it 
will be necessar>’, perhaps, to remove a large area of the scalp, 





Fig 620 — External appearance of meningiotm. 


and so, in this case, wc will outline a double incision, the 
base of the first over the left orbit, and the base of the sccxnid 
toward the midline on the right side. In this way a good flap 
can be placed over the bony defect, a flap consisting of the scalp, 
periosteum, and the outer table of the skull. In this manner one 
is usually able to give a fairly complete closure By careful dis- 
section we are now able to elevate the first flap toward this 
mass, and we come to the margin of the cranial defect. This 
is seen to be quite sharp along the margin, and a large tumor mass 
can be felt extending or overlapping the margin of the bone. 
Evidently the diagnosis in this case is meningioma, and we will 
now proceed to dissect the scalp free from the tumor mass. 
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Hemostasis is easily controlled, as you see, and iie now ha\e 
the mass entirely freed (Fig 621) The margin of the bone 



Fig 621 —Meningioma Scalp dissected free from the tumor mass 



Fig 622 — Mass being separated from margin of skull 
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can be triced around the entire miss ind is felt to be icry soft 
and pliable the two hjers being sepiritcd is though the tumor 
mass had attempted to extend between them In order to ob 




Fig 62-J — Retraction of mass from dura 
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tarn normal dura, we will now rongeur the bone from around 
the entire mass (Fig 622) It is possible now to retract (Fig 
623) the tumor mass and by blunt dissection to separate it 
from the dura (Fig 624) The entire mass has now been re 
moved and one can see that it measures approximately 
inches (in its longer diameter), by 2 inches, by inches It 
has the typical appearance of a meningioma 



Fcg 02S — Mass has been removed leaving dural defect with underlvmg 
tumor 

The dura has a defect, however (Fig 625), which feels as 
though there is a mass underneath, and so we will make an in 
asion extending outward, and approximately 1 inch, and elevate 
the flap and see what this mass might be This is seen to be 
an extension of the tumor mass that looks like a bunch of mul 
berries, reddish m color, that is entirely separate from the 
arachnoid and is easily shelled out, leax-ing a depression m the 
cortex (Fig 626) We will now dose the dural defect as much 
as possible As you see, this is easily done We will put dowm 
the flap and will make no attempt to close the opening in the 
skull at this time At a later date we will be able to dose 
this defect 
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These tumors are exceedingly interesting from a histo- 
pathologic standpoint They were formerly classified as dural 
endothelioma, but from a purely histologic vie^vpoint the term 
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Fig 626 —Dura has been reflected, showing mulbern mass of tumor with 
cortical depression 


Fig 627 — Large extradural and smaller subdural meningioma 

“meningioma” is more descriptive and more correct Endothelio- 
mata may take their origin from the endothelial cells of the li\ er, 
bone marrow, lymph-glands, etc Cushing states that in no 

VOL 7 — 84 
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situation are tumors of this class more common than m the 
meninges ' 

In an early monograph on intracranial tumors published in 
1888 Byrom Bramwell reported a case as sarcoma of the men 
inges Looking m retrospect we would m all probability 
classify such a tumor today as a meningioma Professor Cleland 
in 186-4 M B Schmidt m 1902 and more recently Cushing 
and Weed studied these peculiar neoplasms and noted their 
histological origin The latter beUe\e that these tumors arise 
from the arachnoidal cell clusters of meningocytes * 

In 1907 Spiller reported two such cases as angiohthic sar 
comata Bassoe in 1917 reported to the Chicago Pathological 
Society a case of dural endothelioma’ Later Harvey Cushing 
reported on a senes ot 748 brain tumors of which 80 were men 
ingiomata * \V G Benfield m a series of -420 brain tumors 
examined at the National Hospital for Paralyzed and Epileptic 
m London reported a number of these tumors ’ 

From a histopathologic standpoint these tumors all take 
their origin from the cells of the arachnoid vilh They may 
occur within the spinal canal or within the cranium The work 
of Cushing and W eed has undoubtedly definitely fixed the point 
of ongin of these grow ihs 

These tumors maj never present symptoms On the other 
hand Jacksonian epileps> may be the first indication of an 
intracranial growth The vast majority run their course with 
out symptoms until the terminal stage As a rule headache is 
absent the nature of the tumor being such that it excav ates a 
nest so to speak in the cerebral cortex by displacement and by 
the slow erosion of bone the tumor decompresses itself thereby 
causing no dural tension Frequcntlj the patient will complain 
of a slight stabbing or neuralgic pam in the region of the growth 
In this case the first complaint was a slowly growing bony 
mass on the cranium There are no symiptoms of intracranial 
pressure as a rule 

The xray will usually reveal m the early stages localized 
hyperostosis overlying the tumor mass As the growth in 
creases in size there is gradual erosion of the skull The cranio 
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grams in this case \\ ill show the change in the size of the cranial 
orifice over the tumor after an inten'al of approximately one 
year 

Elsburg and Schwartz have described the radiographic ap- 
pearance of the diploic veins in relation to the meningiomata. 
They have found unilateral engorgement of the diploic spaces 
and veins on the side of the tumor These authors conclude that 
in the presence of unilateral diploic engorgement in the general 
area of the tumor the probabilities are that the growth is a 
meningioma * 

In this case you will note the unilateral enlargement of the 
diploic spaces especially the large channel leading into the 
tumor area 
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Multxoxl^h Cou.ntv Hospital, Portland, Oregon 


ACUTE INTESTINAL OBSTRUCTION IN A HEALED CASE 
OF TUBERCULOUS ENTERITIS 

Before operation on this case we will give a brief historj' of 
her former operations. Tins will be her fifth laparotomy in the 
past two and two-third years. Mrs. F. was thirty years old 
when she first came under our care She had been treating for 
tuberculosis of the lungs for one year. 

The presence of tuberculous enteritis was found by Dr. 
Bisaillon, he having referred her to us for an ileostomy. Her 
first laparotomy— -Ileostomy— was done under local anesthesia 
and gas, two years and eight months ago. There was e.xtcnsive 
tuberculous involvement of the cecum and terminal ileum. The 
ileostomy was done pro.ximal to any gross evidence of tubercu- 
losis. Three weeks later, an ischiorectal abscess was opened. 
Four weeks after the ileostomy, the patient left the hospital. 
All this time her daily temperature ranged from 98® to 102® F., 
and her pulse from 90 to 130. At time of dismissal she was 
considerably improved, though weak and emaciated. 

In three months she returned to the hospital, complaining of 
abdominal pain. Intestinal obstruction was feared, but relief 
came without operation. This time she remained only five days, 
her temperature ranging from 98® to 100® F., and her pulse 90 
to 120. One month later, however, she re-entered the hospital, 
complaining of very severe, crampy pains in the abdomen, with 
vomiting, visible peristalsis, and a blocked bowel. Nothing was 
coming through the enterostomy wound. 

She was operated on for probable mechanical obstruction of 
the bowel, due to adhesions near the enterostomy wound. 

I33S 
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There was no mechanical obstruction but definite well marked 
tuberculous lesions of the intestinal mucosa were found proximal 
to our enterostomy There were a number of these areas some 
distance abo\e out enterostomy They had developed since 
our first operation six months before We believe that the 
s>*mptoros of obstruction were caused b> a spasm of the ileum 
at the site of one or more of these comparatively new tubercu 
lous ulcerations She remained in the hospital two weeks follow 
mg this — our second lai»rotwny Temperature during this \asit 
stiU remained from 98* to 100 5* F 

Four months hter I was called to her home The patient 
had been having cramps vomiting and obstipation She looked 
had was m extreme pam nothing ivas passing her bowel? 

\ isible peristals s wa« present Guided by the information that 
we had obtained at her last unnecessarj laparotomy we gave 
her a hypodermic of morphm and atropin and her bowels 
Jno^ ed promptly It is the only lime I ha\ e ever given morphm 
for pain nausea vomiting blocked hovel and visible penstalsis 
She had been confined to her bed for about one year 

About this time she began on her own responsibility to take 
some secret remedy devised by a vetennanan For about a 
> ear and a half we saw nothing of the patient m a professional 
way but she reported that she was feeling fine no cough no 
fever no abdominal p-un She was up and about drove her 
auto gamed in weight and looked to be m fair health 

About four months ago at 6 r u she was seized with violent 
cramps in the abdomen with vomiting and nothing passing 
through the enterostomy At 2 a m a ph>sician gave her a 
hypodermic of morphm and repeated it at 9 a ai At 10 a m 
she was returned to us at the hospital She was well narcotized 
with no pain and abdomen moderately distended There was 
a tender mass in the right lower abdomen — no visible penstalsis 
V\ hen patient complained of pain there would appear a tugging 
on the enterostomy opening Because we had twice seen similar 
experiences in this patient without mechanical block we de 
cided to delay operation Patient was still vomiting at 6 p M 
but verylitlle pain andno bowdmovement AiTa m (thitt> 
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seven hours after the beginning of the pain) we decided to oper 
ate Her white blood count was 21,500, with 95 per cent 
polymorphonuclears 

At operation (her third laparotomy) we found that nearly 
one half of her smill intestines had slipped around the ileostomv 
spur, completely obstructing the intestines This was not an 
an unnecessary laparotomy, though it might have been pre 
vented if, at our first operation, we had so fastened our ileostomy 
spur that there could have been no chance for the intestines to 
slip between it and the lateral wall At this operation it was 
found that there was no evidence of tuberculous ulceration of 
the ileum, and that the tuberculous cecum was shrunken and no 
active tuberculosis present 

She remained in the hospital eighteen days When she left, 
her temperature was 98® to 99® F , and pulse m the 80's and 
90’s Two months later she returned for resection of the cccum 
and closure of the enterostomj (her fourth laparotomy) This 
was done by resecting the cccum and making an end to end 
anastomosis between the ilcum and colon at the hepatic flexure 
Her convalescence was without incident She left the hospital 
m fifteen dajs, temperature 98® to 99J® F , and pulse 70 to 90 
Four days ago she went home 

Yesterday, at 10 a m , patient had severe abdominal cramps, 
with vomiting Bowels had moved earlier in the mommg 
After pam had begun, she took enemas without results Pams 
were crampj and sev ere, and occurred at three or four minute in- 
tervals She V omited repeatedly Her abdomen was tender on 
the nght side, with some ngidity present, but the left side of 
the abdomen was flacad Temperature, 99“ F , pulse, 112 

Obstruction of the bowel was suspected, and the patient was 
sent back to the hospital last evening Atropin (but no mor- 
phin) was given Enemas with pituitrin were tried A little 
gas, and a small bowel mov cment resulted at 1 1 p m last night 
Vomitmg was frequent all night At 5 a m a little gas was 
expelled, and patient slept one hour At 10 a m visible peristal- 
sis was noted, and n\ore pam experienced Patient says this 
morning that she feels just as she did four months ago when 
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she had her mechanical obstniction We bel}e%e that we are 
dealing ■\Mth an obstructed bond "ter) nearly if not quite 
complete It is possible that ne may find this obstruction at 
the site of our anastomosis Honever we make very little effort 
to determine position or cause of the obstruction It is quite 
sufficient to know that obstruction exists Its nature and loca- 
tion can be quickly recognized after the abdomen is opened 
Because of the numerous operations sve ha\e done on this pa 
tient i\e ha^e been a bit tardy in instituting surgery This is 
her fifth laparotomy m the last thitt> tno months 

Before we prepare her for operation you will note the ex 
pression of great suffering on her face This is especialli marked 
every few minutes when she has her pam On the right side of 
the abdomen you will notice a little ngidity and some tenderness, 
which Ttii> be due to the pathology in the abdomen, or the re 
cent abdominal scar and anastomosis just beneath Note that 
the left side of the abdomen is flaccid and not tender If you 
will watch carefully with me you will see the peristaltic waxes 
pass oxer the left side of the abdomen We do not see peristalsis 
in all cases of obstruction If the abdomen 15 fat or the muscles 
rigid >ou will not see it Visible peristalsis ma> be demon 
strated in more than one half of the cases When seen m con 
junction with colic vomiting no fever and fruitless enemas the 
diagnosis is reasonably certain 

^ ou will notice that we haxe gi\en this patient no morphin, 
and no cathartics Cathartics are useless and harmful in their 
action and morphm equally so by ob'icuring symptoms and thus 
causing delaj ed operation These two drugs are responsible for 
three fourths of the operable obstructed deaths We prefer to 
operate the first twelxe or twenty four hours of the obstruction 
This patient has gone twenty seven hours The death rate 
should be well under 10 per cent Any mortality oxer 10 per 
cent is due to mismanagcnjent before operation, r3ther than 
to poor surgery 

We will use general anesthesia (gas and ether) M''e are 
now making a long right rectus inasion, which extends from 
neat the pubis to 3 inches aboxe the navel Note the 
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distended dark red, small bowel The anastomosis is, apparently, 
all right Considenng that this patient has had four abdominal 
operations m the last thirtj two months (two of them m the 
last four months), we find onij a few adhesions The intes 
tines are removed irom the abdomen They are kept warm, 
you see, b> constantlj adding hot salt napkins This step in 



Fig 628 — Three quarter inch test tube with 11 feet rubber tub ng 

the operation has been cntiazed as causing shock There will 
be little or no shock if the intestmes are kept warm and no 
tension is made on the mesentery (Here j ou can see is a single 
band of adhesions which kinks the bowel near the middle, I 
judge of the small intestine ) There is a complete block Note 
the distended red bowel abo\e this point, and the collapsed, 
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pale intestine iTninediatel> below this band of adhesions The 
higher up the obstruction the mote rapidly fatal So this case 
without operation avould be doomed to an earl> death This 
band of adhesions is severed Our obstruction is relie\ed, but 
should we stop now this woman would ha\ e a very stormy con 
valescence She would have much vomiting and gastric lavage 
would be required every few hours for two or three days, and 
her chances for recov ery would be considerably less We feel 
that the bowel contents above this pomt of obstruction are 
toxic At anj rate clinically patients do much better if this 



imprisoned matenal is removed We wilt quickly and com 
pletely remo\e these bowel contents m the following manner 
We use an ordinary 4 inch flanged test tube We have cut 
oft its closed end and slipped on a piece of rubber tubmg, I 2 
feet long (see Fig 628) Next in the sound bowel, a short 
distance below the obstructmg band we place longitudinally a 
Lambert strong linen suture (Fig 629) The mtestme is opened 
longitudinally and the flanged end of the test tube is mserted 
mto the bowel (Fig 630) The purse string linen suture is 
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Fjg 630— Inserting flanged end of test tube into bowel There should 
be shown another intestinal clamp proximal to the tube The proximal clamp 
IS removed as soon as the linen suture 1 $ tied 



Fig o31 — The first turn of the knot in the linen purse string suture is tied 
and clamped with a hemostat 
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drawn taut. The first loop only of the knot is tied, and the 
ends of the suture caught close to the bowel with a hemostat 
(Fig 631) The intestinal clamp we have been using on this 
small loop to prevent soiling from both proximal and distal ends 
of the bow'el, is now changed to obstruct the intestine just 
below our test-tube The rubber tube is given to the nurse to 



direct the flowing contents from the bowel into a pitcher. \Vc 
formerly used a long rubber tube reaching to the floor, but w e 
found that siphonage would strongly suck into the test-tube the 
wall of the intestine opposite the enterostomy opening But 
by using a short tube (I^ feet long), and instructing the nurse 
to hold the tube nearly horizontal, this difficulty is avoided 
I now anoint my gloved hands generously with sterile vase- 
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line We find the upper end of the jejunum as high as possible 
Dr Moran quickly, but gently, pulls the intestine through ray 
anointed fingers, thus stripping out all the material in the 



Fig 634 — ^The test tube has been removed and the purse string \inen suture 
drawn tight thus closing out enterostomy opening 


bowel (Fig 632) This runs freely through the rubber tube 
into the pitcher We will go over this stripping process again 
Note that the bowel now is collapsed and ribbon shaped 
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The nurse has collected about 1 quart of rather foul-smelling 
liquid matenal In cases of longer standing and obstructed 
louer, we ha\e reco\ered 3 or 4 quarts 

The anesthetist reports that the patient is in good condition 
This morning the patient’s pulse was 110 and 120 It went up 
to 128 durmg our manipulation of the bowel, there bemg very 
little, if any shock 

We replace the bowel mto the abdomen By liftmg the 
test-tube we angle the mtestine Now, we will renio\e our 
hemostat (Fig 633), loosen the puree string suture, loWer the 
proximal end of the test-tube from its flanged end, and draw up 
the linen suture (Fig 634), and we have our enterostomy wound 
closed A second running Lambert suture completes the do 
sure Ue shall not close the abdominal wound without dram 
age This operation appears to some as rough and formidable 
Our manipulations haxe been gentle There has been no shock 
It has been onlj twenty-fix e minutes from the time of making 
the incision until the wound is closed The five or ten minutes 
consumed m emptying the intestine were probably sax ed in the 
ease with which we were able to dose the abdominal wound 
Later the patient did not x omit once following operation, in 
fact, conx alescence was unexentful 



CLINIC or DR SUMNER EVERINGHAM 
HlGnL\\T) Hospitai-, Oaklaat>, Califorvia 

pharyngo-esophageal diverticula 

Case I— Mrs A J , age fifty three > ears Admitted to 
Highland Hospital May 3, 1927, complaining of pain and 
difficulty in snallmimg Patient admitted having had a cough 



Fig 63S — Case I Pharyngo esophageal diverticulum Lateral view 


for the past twelve years, still she had been active and vigorous 
until three years ago, when she fell down a flight of stairs, 
fracturing her left clavicle From that time she had had 
difficulty in swallowing, especially solid food which seemed to 
1343 
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Stick m her throat and at times came back in her mouth She 
had considerable heart bum and believed there had been 
some change m her \oice At the outset even taking of fluids 
caused sensation of strangling so that she uould cry out with 
pam Gurgling sensation in the throat had been more of late 
than formerly She had not lost weight 

On examination patient was seen as a uell de\ eloped well 
nourished woman fifty three years There was little remark 
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able m the phjstcal examination except that when given fluids 
there was a gurghng sound m the neck but no \isible mass was 
either seen or fell The laboratory findings showed a negative 
Wassermann normal blood count and hemogtobm unne nega 
ti\e X "Ray showed under the fluotoscope a bilocular esophageal 
di\ erticulum extending to the axth andsev enth cet\ ical \ ettebrx 
Preoperative preparation consisted of restriction to fluid diet 
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for t^\enty-four hours. She was encouraged to take more fluids 
than normally, particularly orange juice. 

Operation was done in stages. Local anesthesia of 
procain, 1 and 0.5 per cent vras used in each, direct infiltration 
along the anterior margin of the lower half of the left stemo- 
mastoid muscle as well as the upper ccr\ical nerv'es on either 
side of the neck as they emerge on the anterior cer-dcal fascia 
and longus colli muscle. This was quite successful, and dissection 



Fig. 637. — Pharjngo esophageal dherticulum Anterior and posterior mcws 


was made without discomfort. In the approach the only vessel 
of consequence ligated was the inferior thyroid that was di^’ided 
between ligatures. The diverticulum was readily identified, issu- 
ing from the posterior aspect at the level of the cricoid. This 
was dissected free and threaded through a moderate-sized Penrose 
drain, the prorimal end of the drain being sutured about the 
neck of the sac. A second rubber-drain was inserted, carried to 
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the lower angle or space leading to the mediastinum and the 
wound closed m the usual manner On the sixth day the second 
stage was done durmg which the local infiltration was supple 
mented by a few minutes of gas when some fraction was put 
on the dnerticulum The sac was readily identified isolated 
and a purse string suture earned around the neck, before removal 
remforced wath a second line of chromic gut after amputation 
The patient made an une\entful recovery and was discharged 
from the hospital on the fifteenth day 

Case II — A man forty eight years railroad conductor ad 
mitted complaining of trouble in swallowmg It was stated that 
he had had a cough for a penod of six years accompanied dunng 
the last two with rather profuse expectoration so marked that 
he had been forced to keep the window of the caboose open on 
account of frequent spittuig About one year ago began to 
have pain on swallowmg so that he limited his food to semi 
solids and had not eaten meat for tweKe months His tonsils 
were suspected and later all teeth were ^emo^ed as a possible 
source of the trouble He spoke of a gurgling sound or crack 
ling on ingestion of food that had become so marked that he 
was embarrassed to enter a restaurant for a meal Large quan 
titles of water were needed to wash down food and pre%ent 
sensation of gagging On lymg down and dunng the early 
hours of rest he had gurgling sounds in the throat as if he were 
being strangled His family thought he had lost some weight 

Physical examination yielded little that was remarkable no 
mass could be felt m the neck On fluoroscopic inspection the 
barium could be seen entermg a pharyngo esophageal diverticu 
lum extendmg doivnward to sli^tly below the sternal notch 

Operation was done in the precedmg manner under local 
anesthesia — the second stage performed on the sixth day follow 
mg The patient made an uneventful recovery and was dis- 
charged on the fifteenth day 

Discussion — Interest m pulsion type of diverticulum centers 
mamly around a few pomts namely etiology difference in se 
quence of symptoms and treatmoit 
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It is not unreasonable to assume that this type is of hernial 
origin, the mucous membrane issuing from a defect in the 
musculature on the posterior surface, betw een fibers of the in- 
ferior constrictors Apparently, as the first case brings out, 
swallo\\ing dysfunction or lack of neuromuscular control causes 
a “pinch-cock” action exerting great pressure against the weak 
spot in the posterior wall The unyielding cervical fascia and 
prevertebral muscles, together with the fact that the esophagus 



Fig 638 — Case II Phar>ngo esophageal diverticulum Lateral view 


is placed slightly to the left, tends to point the sac to the left 
side of the neck tshere it may attain considerable size Lilienthal 
quotes one that had a content of liters 

Variation in symptoms has been attributed to difference in 
the size of the sac. While in the main this may be correct, still 
there are other factors that have a bearing The two reported 
above were much the same size at operation, yet the dinical 
signs were different It is felt that tiie aperture or foramen at 




SmXNEK 


1^46 

the lo^er angle or space leadu^ to the mediastinum and the 
wound closed m the usual maimer On the sixth day the second 
stage w as done during which the local infiltration was supple 
mented by a few minutes of gas when some traction was put 
on the diverticulum The sac was readilj identified isolated 
and a purse string suture earned around the nech before removal 
reinforced with a second line of chromic gut after amputation 
The patient made an unc\cntful recovery and was discharged 
from the hospital on the fifteenth daj 

Case H~A man forty eight years railroad conductor ad 
mitted complaining of {rouble m swallowing It was stated that 
be had had a cough for a period of s« years accompanied during 
the last two with rather profuse expectoration so marked that 
he had been forced to keep the wmdow of the caboose open on 
acoount of feequenC spiffing About one year ago began to 
have pam on. swallowing so that he limited his food to semi 
solids and had not eaten meat for twelve months His tonsils 
were suspected and later vH teeth were removed as a possible 
source of the trouble He spoke of a gurgling sound or crack 
Img on ingestion of food that had become so marked that he 
was embarrassed to enter a restaurant for a meal Large quan 
titles of water were needed to wash down food and prevent 
sensation of gagging On Ijung down and during the early 
hours of rest, he had gurgling sounds in the throat as if he were 
being strangled His family thought he had lost some weight 

Physical examination yielded little that was remarkable no 
mass could be felt in the neck On fluoroscopic mspectioa the 
banujn could be seen enlenng a phatyngo esophageal diverticu 
lum extending downward to slightly below the sternal notch 

Operation was done m the preceding manner under local 
anesthesia— the second stage perfonned on the sixth day follow 
mg The patient made an unevoitful recovery and was dis 
charged on the fifteenth day 

Discussion — ^laterest in pulsMm type of diverticulum centers 
mamly around a fw points namdy, etiology, diflerence m se 
quence of symptoms and treatmoit 



MULTIPLE INTERNAL BILIARY HSTULA 

A^^OIHA^ mne recently entered H\gWandHosp\tal, 

complaining of pain and gas in the upper abdomen She had 
had discomfort in epigastrium o\ cr a pendd of six > ears gnan mg 
m character not radiating to back or shoulder, but extending 
dowTin ard ton ard the cecal region There had been considerable 
distress on ingestion of food so that almost anything caused her 
to belch gas although she obtained some relief from baking soda 
or hot nater She had noticed fats caused most discomfort 
As far as remembered she had not been jaundiced or had violent 
chilly sensation Nausea and vomiting had been noticed, no 
tarry stools nor had they been clay colored Present exacerba 
tion began three v\ecks ago, during which she had had a par 
ticularly distressful time, even fluids being badly borne night 
sweats were noted No outstanduig jaundice, although she 
stated unne was very dark m color 

On admission she was thought to have a slightly “muddy” 
skin and while active mentally, looked toxic Temperature on 
admission was 101'* F , pulse normal Very definite tenderness 
that extended downward over McBumeya area was present 
over the gallbladder region Liver edge not felt below costal 
margin, spleen not palpable Heart enlarged to left as well as 
nght X Ray showed shadow extended to the left axilla No 
murmurs, blood pressure 138/105 Hemoglobin 74 per cent and 
leukocytes numbered 14,600 Wassermann was reported nega 
tive Unne showed nothing remarkable Icteric index, 2 5 
Stool examination negativ e for evidence of parasites Roentgeno 
logic examination after intravenous injection of tetraiodo 
phenolphthalein failed to show normal gall bladder shadow 
Under gas ether anesthesia section v\as done through the 
upper nght rectus muscle The gall bladder w as found adherent 
to the anterior abdominal wall a large stone having ulcerated 
through the peritoneum at the fundus and in separating the 
1349 



1350 Sl5i£NER EVERUfGIIAM 

denselj organized adhesions fistulous openings were found be 
tneen the fundus and the transverse colon and still another be 
tween the gall bladder and duodenum Both of these were esti 
mated to fae about 1 cm m diameter Bathed m about 30 c c 
of pus were a senes of calculi that completelj filled the cavity 
of the gall bladder the walls of which when sectioned proved 
to be 2 cm thick in places The gall bladder was removed the 
openings m the duodenum and colon closed with a double row of 
sutures Too good sized Penrose drains were inserted and the 
wound brought together in the usual manner 

Convalescence was somewhat stormy On the fourth daj 
the drainage was noted as fecal m character although patients 
general condition was satisfactory Suction was mstituted for 
the treatment of the fecal fistula and beside keeping the patient 
clean and comfortable hasteneil the spontaneous closure of the 
opening The abdominal wall held firm and she was discharged 
at the end of the fourth week 

Biscusswo —As Naunvn has pointed out fistulx of the gall 
bladder hav e long been noted particularly the external or those 
perforating the anterior abdominal wall This type of course 
was not infrequent in the previous decades when cholecystostomj 
was in vogue 

Internal biliary fistulx are apt to cause no sjauptoms for as 
is evident the lesion may be spontaneously reliev ed by passage 
of stone as well as continued drainage through hollow viscus 
It has been noted however that frequently the openings subse 
quently close unless there is obstruction of the common duct 
Fistuls are reported between most all thevnsceraof the abdom 
mal cavity and thorax m alt vieldmg little variation from the 
incident noted by Naunyn In his senes of 38-1 cases iS-t were 
communications through the abdominal wail 108 with the 
duodenum and SO with the colon 



CLINIC or DR. J. TATE MASON 

Masos’s Clinic, Seattle, Washington 

A CASE REPORT OF AN UNUSUAL COMPLICATION OF A 
DERMOID CYST OF THE OVARY 

Mrs M G , age fifty-eight years, was admitted to the clinic 
on April 6, 1927, complaining of diarrhea, insomnia, wealrness, 



Fig 640 — Sac of cyst Showing the two teeth which protrude through wall 
of sac and into bond 

and nenousness Her family history was essentially’ negative 
except that her husband died Tvith a dilated aorta at sixty-one 
years of age She had given birth to three normal children, the 
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)oungest nov twentj one >ears old Menstruation began~at 
sixteen >ears and t\as nonnal w titne amount and duration 



until the menopause which occurred with no disturbance at the 
age of hfl) one She had had a few slight attacks of tonsillitis 
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in childhood, but had suffered no other serious illnesses. During 
the first week of January, 1927, she had an attack of influenza 
which kept her in bed only three days, but she remained weak 
and nervous, and has slept poorly since this attack. Three 
weeks before coming to the clinic she noticed that her abdomen 
was moderately distended, and that there was considerable gas 
alter heavy meals, with a dull, adiing pain in the right lower 
quadrant, especially on stooping. She was often awakened at 
2 A. M. with such a pain, and was relieved by a bowel movement. 
For two weeks before coming to the clinic she had from four to 
eight semisolid stools a day. No blood was noticed in the stools. 

Examination showed a woman 5 feet, 4 inches tall; weight 
177 pounds. She was moderately stupid, and had an irritable 



Fig. 642 -—Radiogram showing a typical cuspid and bicuspid with pulp 
chamber. Teeth arc adhered by fusion of the cementum. 

disposition. The systolic blood-pressure was 140, diastolic, 90; 
the pulse-rate was 80; temperature, 98.8® F. Her teeth were 
replaced by plates. The abdomen was slightly distended, and 
there was moderate tenderness over the sigmoid region. The 
other physical findings, except for the proctoscopic examination, 
were essentially negative. Hemoglobin was 80 per cent.; leuko- 
cyte count 8400, and the urine examination and Wassermann test 
on the blood were reported negative. 

On proctoscopic examination there could be seen in the right 
wall of the rectum, 7 inches from the anus, a mass about 1 inch 
long and |-inch vvide, irregular in outline, of stony hardness, 
and clicking against metal. The base and pedicle of this were 
an easily bleeding mucous membrane, not definitely ulcerated. 
A curette hooked above the stone brought it into the end of the 
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proctoscope, but it could not be dislodged easii> and the operator 
thought It inadvisable to exert enough traction to tear it from the 
bowel wall The proctoscope was passed 3 inches above the 
mass but no further pathoJogj was noted 

The X raj department reported a stone m the sigmoid 
On the following day, still thinking the stone a calcareous 
deposit of fecal origin, we attempted to remoNC it rectally with 
a specially deMsed snare We were prepared to do a laparotomy 
and did so immediate}> on finding the mass too finiily fixed to 
the wall of the rectum to be removed otherwise On openmg 
the abdomen we w ere surprised to find a dermoid cj st of the right 
ovary, the size of a large orange, lying in front of and adhering 
to the sigmoid bowel, and well above and m front of the uterus 
Hair could be seen through the capsule of the cj st The cyst 
was ruptured in the removal and was found filled with a sub 
stance not unlike wet meal A small piece of the sigmoid bowel 
had to be removed with the sac of the cyst The stone like mass 
projecting into the rectum and attached to the cyst, was found 
to be about I inch long and a i inch in diameter The outer 
portion consisted of a calcareous deposit which crumbled away 
easily leaving two well formed teeth a bicuspid and a cuspid 
The teeth were fused together,withtheirincis3l edges projecting 
into the bowel A radiogram made on a dental film showed 
root canals m each of the teeth 

Two stones were palpated in the gall bladder The history 
was reviewed with the patient after the operation, but no evi 
dence suggestive of gall bladdbr disturbance could be obtained 
The patient developed a mild thrombophlebitis in her left 
leg on her fourteenth postoperative daj The convalescence 
otherwise was uneventful 



RADICAL AMPUTATION OF THE BREAST, DONE EXCLU- 
SIVELY WH THE CAUTERY. REPORT OF THREE 

CASES 

During the past three creeks vre ha\e performed three radical 
amputations of the breast, cmplo>Tng exclusi\ el> electnc cauterj 
We ha\ e been fortunate this summer, m ha\nng a large number 
of distmguished surgeons \nsit our dime A patient with cancer 
of the breast came for operation while Dr A C Scott, Sr , of 
Temple, Texas, was a ^^Slto^ here I had had the pleasure of 
hearing Dr Scott read his paper on “Glandular Block Dissec 
tions for Jletastatic Cancer,” before the Section on Surgery, 
General and Abdommal, at the se^ enty sixth annual session of 
the Amencan Medical Assoaation at Atlantic City, N J , m 
Ma>, 1925 In this paper he reported more than 700 cases of 
cancer in nhich the cautery was used for excision His statistics 
were better than any thatha\cbeenpreviously presented After 
a good deal of persuasion Dr Scott consented to operate upon 
our first patient before a small group of friends This operation 
V, as the most beautiful I ha\ e e\ er seen His techmc v. as good, 
and his method of handling the whole situation was so sane that 
we have decided from now. on to follow his ideas as closely as 
possible In the 3 cases that we wish to report, plus the one 
operated upon by Dr Scott, the electnc cautery was used 
exdusively 

The foUowmg are some of the points m the techmc of the 
cautery operation The anesthetic has to be considered when 
using the cautery' Ether and ethylene cannot be used because 
of their explosiNC qualities In our first two cases nitrous oxid 
and oxygen and in the third case, mtrous oxid and oxygen plus 
a small amount of chloroform were used While we are not 
enthusiastic o\er chloroform anesthesia, m trained hands it is 
not dangerous 
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The ordinary bevel edged cautei> which is used in excision 
of the stomach intestines or appendix is emploj ed except that 
the cautery points are filed until the3 ha\e a rather sharp 
be\eled edge It is astonishing if one has not tried it, to see 
how thoroughlj the axilla can be dissected with this type of 
cautei3 The axilla is dissected with the point at a dark red 
color With thumb forceps the fat is pulled slightly away from 
the blood aessels and then with a sharp quick stroke of the 
cautery the fat and glands arc separated from the large \ essels 
An assistant controls the cauierj constantly keeping his eye 
on the point As the skin incision is being made the cauterj 
must be at white heat if pnmary union of the skin is desired 
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As the cautery cools quicklv in the skm short quick strokes 
are made The cautery should return to a white heat at the be 
ginning of each stroke If one would hum aery slowlj Home 
Sweet Home and at the beginning of each bar make a short 
quick stroke with the sharp bevel edged cautery pnmary heal 
mg w ould occur 

The postoperative recovery of these patients has been a 
re\ elation to us Not a smgle one has had to hav e a dose of 
morphia Thsykaiecvmphinedofiiopain The wounds have 
all healed kindly In the first two patients the incisions were 
closed without drainage In the third an mterscapulothoracic 
amputation of the shoulder was done requiring a very extensn e 
incision and y et onlj one small cigarette dram w as placed in the 
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lo^\er part of the Abound There has been a slight discharge of 
serum m each case but not as much, as we ha\ e seen following 
our old operatue technic mth the scafpel and scissors We will 
keep accurate lecords of these cases, so that within a few j ears 
we will be able to compare them with the records of patients 
operated upon by other methods I am taking the liberty of re- 
pnntmg an ertract 0 / the paper read by Dr Scott at the Atlantic 
City meeting comparison you will note that his results are 
better than those who have emplojcd other operative technics 

CONDITION IN CAUTER\ GLAND DISSECTIONS FOR CANCER 
OF BREAST THREE \CARS OR £X)NG£K AFTER OFERATION 



pAtteiiU 30 0 S 

Ciands mvoh'ed 18 0 8 

NoffUndsimohed 12 0 0 



1 cerebrs} emb&Iuj 21 70 

t cerebral «mbotu» 9 50 

0 12 too 


Raticnc* II 

Glands in^oUed 5 
\o glands involved 6 


Five Vsvtts OR Loncbr 
0 J 0 

0 3 0 

0 0 0 


S 72 7 

i 40 

Q 100 


StMM^BV or Brexst Cxscer 

Three} Mr fvt-rMr 


pM«rt pctceol 

Jacobson Ohio State Nled Jour 14 639 IS18 32 8 23 7 

Handle) 0fif Jfed Jo«r 3 37 January 8 1921 48 

Buchannan PemsiKsttn Med Jour 1918 p 203 38 ’3 5 

Lee B J Atner Jour Roeotgeoologs December 

24 p 535 15 

SistrunL Ann Surg 65 63 1922 5J B 39 

Scott 72 72 


The following are some of the points Dr Scott emphasizes, 
which are tahen from his article of 1925 

1 All tissues must be hdd on tension as the cauterj ap 
proaches them, t e , perfert retraction is absolutely essential 
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2. The cautery must be applied in strokes that are short 
and quick. 

3. Perfect control of the cauterj' heat is best attained by a 
trained assistant who has no other duty to perform. 

4. The cautery must be heated to suit the different tissues 
involved. 

5. Three distinct differences in heat are essential: 

(a) White heat for incising skin when primary' union of skin 
is desired, and for cutting large sensory* ner\'es. 

(b) Bright cherry-red for reflecting skin flaps, cutting muscles, 
and for dissection in general. 

(c) Dark red for working close to large blood-vessels and 
nerv’e trunks. With this low degree of heat the cautery tip may 
safely pass within one*suctecnth of an inch of a large vessel, 
loosening the areolar attachment of its sheath without damage 
to its wall. 

CONCXUSIONS 

1. Block dissection of the neck, axilla, and groin for meta- 
static cancer can be done with an electrically heated^ bevel- 
edged cauterj’ with the following results: 

(а) [Marked reduction in the amount of blood lost during the 
operation. 

(б) [Marked decrease in postoperative pain. 

(c) [Marked decrease in the number of patients showing any 
operative shock whatever. 

(d) Primary union of skin flaps. 

2. Operations done with the technic described, as compared 
with cauterization as commonly practiced, result in less pain, 
less shock, and much shorter convalescence. 

3. Operations done by this method as compared with opera- 
tions done with the knife, scissors, or gauze dissection method 
result in : 

(а) Fewer local recurrences in or near the site of operation, 
and therefore: 

(б) A greater percentage of three- and five-year cures. 

4. Since the groups of cases here reported contain many 



that would ordinanlj faU m the tnojwitable group I feel ^usti&ed 
in believing that if thia type of technic should be used in onlj 
the operable group the percentage of three and five year cures 
would be suU -further increased 

CASS, t 

Mrs G k (Case ISo A 21860) white fift> years of age 
was first seen, m the dime August 8 1926 She gave the 
following history \ lump was first noticed m the left breast m 
March 1926 Being painless it gave her no concern until she 
noticed a progressive increase in size It was for this reason 
that she sought medical aid For nine months prev lous she had 
noticed moderate polydipsia nnd loss of strenefh 

Physical Exarmnation — \ose and throat thyroid heart and 
lungs and abdomen were norma! Pelvic examination was nega 
ti\e There were many carious teeth Slight varicose vem4 
were present in both thighs There was a firm nodular mass 
about J cm irt diameter m the upper right quadrant of the left 
breast It was firrnl> vdberent to the shin There wnv no evs 
dence of any involvement of the aMllary or supraclavicular 
glands 

Laboratory Findiogs —A radiogram of the chest was nega 
Uve The faemogiobiti was 85 per cent The white blood count 
nas6S00 Ucmalv sis showed specific gravity 1040 acid reaction 
no albumin and 5 for sugar Fasting blood sugar concentrvtion 
was 273 mg per lOO cc 

A diagnosis of carcinoma of the breast and diabetes mellitus 
was made and the patient wvs placed m the hospital on August 
I! 1926 

preoperative Treatiaent — Controf of the diabetes was estab 
bsbedbyDr LeslerJ Palmer Onvdictof carbohydrate 50gm 
protein 50 gm and fat 125 gm and 40 unit*; of msuhn daily 
the unne became sugar free on the fifth day and the diet was 
increased to carbohydrate 60 ^ protein 60 gm and fat 
150 gm and insulm was reduced to 35 units daily The patient 
was given instruction regarding the figuring and weighing of the 
diet and the adniinistratitm of insulin During this period she 
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■\\as gi\en the preopentne course of radiotherap) The x ra> 
closage ^\^s 300 ma minutes gixenata 16 inch distance using 
i mm ot copper and 1 mm of aluminum filter Three ports 
of entrv \\ere used the breast area the supracla\icular area and 
the a\i!hr\ area The patient was sent home to continue the 
treatment of the diabetes ami toUUo return m three weeks for 
resection of the breast The fasting blood sugar concentration 
on the daj of discharge was 160 mg per 100 cc 

Operation— On September 8th the patient returned for 
operation The blood sugar concentration was 176 mg per 
100 cc The diet was changed to carbohj (Irate 100 gm pro 
tern 60 gm fat 100 gm and insulin was increased to 60 units 
The operation may be. described as follows The lines of 
mci«ion were established and two rows of towel clips were 
placed one on either side of these lines so that skm could be 
held at a tension With cautcrj at white heat employing 
stroke each lasting perhaps less than one fourth second the 
incision w as made A nurse unrolled a hot w et sponge along the 
incision just as it was made thus arresting hemorrhage The 
bleeder were then picked upb> hemostats and sealed bj plac 
mg the cautery at a cheny red heat on the hemostat just prox 
imal to the acssel The heat thus transmitted through the 
hemostat caused enough coagulation of protoplasm to seal the 
acssek m most cases On an a^c^age ho\ve\er about one out 
of ten ^e^sels had to be ligated Special precaution must be 
used at this point not to hold the cautery too long on the forceps 
or in contact with the freshly cut surface as either will tend to 
preNcni primary healing The skin flaps were dissected back 
and the pectoralis major and minor muscles were divided with 
the cauterv at a cheriy red heat The skm along the line of in 
cision was held on tension and the same type of stroke was used 
as described for making the skm incision The glands and fat 
were dissected from around the large blood vessels in the axilla 
with the cautery at a dull red heat By picking up the fat and 
glands gentlj with thumb forceps thus causing some tension 
the vessels may be dissected as cleanly as with a knife and with 
as little injury Actual expenment has showai that the cauterv 

vnt —86 
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at dull red heat and with qtuck strokes may be used 1/16 of 
an inch from the \essel without mjury to it The mammary 
gland and the median portions of the pectoralis major and minor 
muscles were then dissected away The skin flaps now fell to 
gether with no tension and were sutured The subcuticular 
stitch IS used m closure No drams The entire operation was 
performed under gas anesthesia 

The postoperati\e con\alesccnce was remarkable The pa 
tient had no tihock whatever The h ghest postoperative tern 
perature was 1004 F® and the most rapid postoperative pulse 
rate was 120 At no time did the patient compUm of any pain 
(Turing convalescence nor was there a single dose of opiates given 
for the relief of pain or restlessness On the sixth day a little 
serum which had collected was allowed to drain by opening the 
lower portion of the maston with a probe Primary healing took 
place for the most part On September 17th and 18th the pa 
tient received a second course of x ray treatment employing 
one port of entry which included the left breast left axilla anti 
left supraclaMcular area The same technic was used as de 
senbed in the preoperative x ray treatments The patient was 
discharged on the fourteenth postoperative day At the time of 
discharge she had free motion of the left arm Microscopic ex 
amination of the tumor removed showed it to be carcinoma of 
the sarrhous type No microscopic evidence of caremoma could 
be found upon examining the fat dissected from the axilla 

One liter of 5 per cent glucose was given per rectum each 
twenty fours for two days immediately following the operation 
There was slight nausea and some vomiting Ten units of in 
suhn were given every six hours Because of some difilculty m 
retaining rectal fluids and because of the nausea a quart of 
normal salt solution was given subcutaneously On the third 
postoperativ e day some liquid f<X)d could be retained by mouth 
and the glucose was better retained per rectum On the fourth 
day soft diet composed of carbohydrate 109 gm protein 40 
gm and fat oO gm was retained b> mouth Forty units of 
insulin m two doses was given during this period By the sixth 
postoperatn e day the preopeiatiw diet of carbohydrate 60 gm 
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protein, 60 gm , fat, ISO gm , and 35 units of insulin a da> was 
resumed At no tune did sugar or ketone bodies appear in the 
unne 

CASE n 

Mrs J J (Case No A 2U5-t), a moderately v-ell nourished, 
uell developed white woman of seventy one years was referred 
to our clinic by her family physician She was first seen by this 
ph)Sician on September I3th and she gave a history of having 
noticed a small lump m the left breast about two days previ 
ously Tor at least six weeks she had noted retraction of the 
nipple There was no pain whatever, and the patient came to 
the hospital only upon discovery of the lump 

Examination showed a hard irregular nodule about 2 cm in 
diameter, just superior to the left nipple The mass was not 
tender, and was firmly adherent to the skm No glandular m 
voKement of the neck or axilla could be found 

Diagnosis of carcinoma was made and immediate operation 
advised On September 17th resection was done under gas 
anesthesia using a sharp, bevel edged cautery The postopera 
tivc convalescence was as satisfactory as m the first patient 
She had no shock following the operation Her temperature 
at no lime during convalescence was over 100° F, nor was 
the pulse rate more rapid than 102 Several doses of 1/6 gr 
of morphin were given dunng two or three days immediately 
following operation but there is no record of the patient suffer 
mg from any pain whatever On the contrary, the nurses’ rec 
ords and interns progress notes show that the patient rested 
well and slept well dunng every nvght She was discharged on 
the twenty second postoperative day 

Microscopic examination of the tumor showed it to be of the 
scirrhous type There was no demonstrable involvement of the 
glands of the axilla 

CASE HI 

J J (CaseNo A 20625), amoderately well nourished woman, 
sixty one j ears of age, gave a history of tumor of the breast, first 
apparent several years ago No attention was paid to it at first 
but m JuU 1925, the patient went to a physician who, according 
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to her story remo\ed a \er> large tumor under ether anochesia 
He told her that the tumor peeled out easilj However the 
tumor recurred very qmci.lj so that another operation was per 
formed m December IP25 The tumor removed at this time 
was even larger than that removed m July A third operation 
was perfomied during ihe latter part of Mav 1926 at which 
time another recurrent tumor was removed The^e tumors 
were painless until about May 1 1926 when she began to 
suffer with dull aching pains m the axiUa Microscopic diag 
nosis made m January 1926 was myxosarcoma 

Physical examination or* June 10 1926 showed old cats m 
the area of the lett breast where various operations had been 
performed V subcutaneous nodule about as Urge as an almond 
was found in this area and the entire area along the «car was 
much indurated Mhen rhcpalient was seen again on October 
3st the subcutaneous nodule had disappeared but there were 
many large intramuscular growths about the left shoulder ex 
tending down the arm to about the insertion of the deltoid 
muscle During July 1926 another microscopic evammation 
had been made of this tumor md the diagnosis wa» likewise 
myxosarcoma 

Operation On October 2d the patient was opented upon 
under chloroform anesthesia The indorited ares o\ er the region 
of the left breast was treateil as though the breast were present 
Then an interscapulothoracic amputation wuh a large deltoid 
flap was performed The greater part of this operation was 
done with the bevel edged cautery using aa described above, 
white heat for the skin mciswn cherry red heat for the dis 
section of muscular tissue and fat and a dull red heat for dis 
section around the large bloodvessels However as the large 
blood vessels were cut in this case the dull red heat was not 
used at all The technic of the operation is roughly as follows 
Two vertical incisions with thar convexities m opposite direc 
tions were made so as to mdude the indurated area over the 
region of the left breast then at the upper end of the met ion 
about at the level of the second nb, another mcision was made 
directed toward the stemodavicular junction from about the 
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‘iame point another incision A\as made to\\ ard the acromioda%ncu 
lar junction skin flaps v,ere dissected back uith the cauterj , and 
the claMcle exposed at the junction of the inner and middle 
thirds At this point the clavide was cut and the subclaxnan 
\essels were expo«;ed and ligated The pectorahs major and 
minor muscles i\ere then dixided with the cauter>, usmg a 
cherr> red heat Large white nodular growths had almost com 
pleteU destroxed the pectorahs major muscle andhadcompleteh 
destroxed the pectorahs minor Icaxang scarcel> a trace of mus- 
cular tissue The median portion of these muscles and the 
tumorous area included between the onginal incisions weredis 
sected awaj bj the cauterj u«ing cherrv red heat At the 
lower end of the ongmal inasion which was about at the lexel 
of the fifth nb another inasion was made and earned back to 
the mfenor angle of the scapula with the con\e\it> downward 
and antenorl) Jsow with the arm m an adducted position 
the incision desenbed above as directed toward the acromioclavi 
cular junction was extended along the intenor border of deltoid 
muscle and just below the level of the mfenor attachments and 
toward the inferior angle of the scapula The dissection was 
continued oxer the postenor aspect of the scapula thus a single 
flap was made m the form of an epaulette from the shoulder 
area At this stage the arm was held upward bx one of the 
assistants and the scapula was freed from its attachment Be 
ginning at the mfenor angle the latissimus dorsi the rhomboids 
the lex ator anguh scapulic and serratus magnus w ere sex ered in 
the order ramed 

This operation xxas performed xxath xerj little loss of blood 
and the incision healed bx pnmar> intention The patient suf 
fered little xnth pain and onl> txxo saline infusions of 1 liter 
each were gixen one of which was gixen immediately after the 
operation and before the patient was axxake from the anesthetic 
and the other the next morning 

We do not for a moment think that we remoxed all of this 
xer> extensixe growth but we do hope that we haxe remoxed 
enough so that x ra> theraj^ will retard recurrence 

In this tjpe of operation the folloxxing minimum personnel 
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IS required besides the surgeon Two assistants for traction and 
manipulation of the arm one to adjust the heat of the cautery 
(he should be on a high bench looking over the surgeons 
shoulder where he can see the cautery at all tunes) and a scrub 
nurse 

The small amount of pain complained of by these patients 
can not be attributed to their stoiasm alone Evidently the 
heat must have some effect on the severed nerves thus inter 
fermg with their normal conduction of the sensation of pam 



CLINIC OF DRS J T\TEM\SOV MURICE F D\\'\ER 
LESTER J P\LAtER 

M\so\iCuvic Se.\ttle W \>-hincto\ 

CARONO^U OF THE COLON 
Clinical Aspects and Diagnosis — ApproximateU S to II per 
cent of all caranomata are found m the intestinal tract Onl\ 
about 5 per cent ot intestinal cancers are lound m the mall 
bowel while SO per cent occur m the rectum and 15 p^r cent 
m the flexures cecum and colon * Practicallv all growth- oi the 
mtestme are pnman. m oncin and «how a markedlv small 
tendency to mett-ta«ii 2 e a compared to carcinoma eUewhere 
Howe\er it ma\ occur not infrequentK that mall malignant 
growth, of the loner colon meta ta ut earh into the li\er the 
«ecoadar% growth ONershadowimr the pnman les on 

Malignant growth in the large bowel are often s lent m 
nature until of con iderable <ize Therelom th“ cliniaan who 
doe^ not wi_h to o\erlook detectable les^ions of ihi. nature mu-t 
gi\eproperwei"bttoseemin"I\ in ignidcant'^mp o m andadop 
certain method of examination a^ routme procedures? when 
e\er there ts the «bghtest indication of large bowel d^turbance 
Blood comm" from the rectum rau * not b-» li"htl\ treated with 
a rectal '‘uppOsitor\ If hemorrhoid can be ruled out b\ \arual 
obsenation of the internal and external «phinc er region- on 
procto copic exainmatioa further «tud\ mu_t b'* mad-^ One 
''hould not forget that e\en thou"h hemorrho d. are found and 
to be the source ol bleedmg the\ Ina^ b“ «‘=«)ndarv to 
P^mre trom a growth m the bowel at a hi"her Ie\el It would 
^ell if dimtal examination oi the rectum were made a* tre- 
quen \ during general exaraination- a- are mouth O’" throat ex 
*Brovn ■n-o-na^R. a-dG-ilher 


Erne' H Tjce Pnc» ce of Med-cm* 
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aminations This examination is best made wjfh the patient 
1) mg upon the back and one of the hands of the examiner on the 
lower abdomen so that the sigmoid may be forced into the 
pehns and counterpressure exerted for the mtemal finger This 
gives the bimanual effect and adds greatly to the efficiency of 
the procedure If digital exammation is negative and the com 
plaint makes further study justifiable or if digital findings are 
positive it should be followed by sigmoidoscopy The procedure 
IS a simple and not an uncomfortable one provided the bowel 
15 well emptied bj encmata (usually 2 quarts are g»en an hour 
apart) and provided the patient is in the proper position The 
most advantageous position is one in which the patient prac 
ticallj stands upon his head This position may be obtained on 
a special table or on an ordinary flat table by u«ing the most 
exaggerated knee chest position possible for the patient to as 
sumc The head must be practically between the knees Proper 
position causes the sigmoid loop to straighten and the entire 
bowel to fill with air bccauseof the negative pressure within the 
abdomen Roentgenologic examination of the colon filled with 
a barium enema will confirm patholopj revealed bj the above 
mentioned methods and vnll often reveal pathology not shown 
by other methods 

Symptoms — Pam is usuallj not marked until hie Blood m 
the stool IS rather common but not necessarily present Bright 
blood IS more suggestive of colon pathology than is dark blood 
which usual!> comes from at least as high up as the small bowel 
Symptoms of low grade obstruction in the bowel maj be the 
only subjective evidence t c more constipation than usual dis 
comfort and failure to obtain results from an enema some loss 
of appetite slight nausea rarely vomiting except m late cases 
with complete obstruction unusual cramping after taking a 
laxative nbbon shaped stools tendency to slight bloating In 
late cases with complete obstruction all the symptoms of block 
age m the bowel are present Rarely is there much loss of w eight 
or evident cachexia m the early cases although some anemia 
may be present if bleeding has occuired Rather sudden ob 
struction of the bowel may be the first symptom 
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Physical Examination. — Tumor mass may be palpated even 
when no subjective symptoms are present. Repeated examina- 
tion after thorough emptying of the bowel may be nccessarj' 
before the tumor is found. Bimanual examination by rectum 
may locate a mass, and special examination as sigmoidoscopy 
and roentgenologic study may confirm the diagnosis. 

Differential Diagnosis. — Early lesions of the ulcerative type 
seen at sigmoidoscopy may require differentiation from syphilis 
or tuberculosis, and inflammatory masses resulting from peri- 
colitis caused by perforated diverticuli may be confusing. Tuber- 
culosis of the cecum may closely simulate carcinoma. 

Statistics. — The files of the Clinic contain the records of 
65 cases of carcinoma of the large bowel, collected from among 
24,000 registrations Two thousand nine hundred patients, or 
12 per cent, of the total number of people consulting us, had a 
complete gastro-intestinal e.xamination One hundred sixty- 
nine, or 5.8 per cent, of these 2900 patients, had cancer of the 
gastro-intestinal tract. The location of the carcinomata varied as 
follows: Esophagus, 17, or 10 per cent.; stomach, 87, or 51.5 per 
cent.; and large bowel, 65, or 38.5 per cent. Cancer of the large 
bowel varied in location as follows: Cecum, 4, hepatic flexure, 1, 
transverse and descending colon, 11, rectum, 28, and sigmoid, 21. 
In 75 per cent, of the cases of cancer of the large bowel the 
growth occurred in the rectum and sigmoid. 

CASE HISTORIES 

The following 3-casc histories are selected for citation, be- 
cause each one seems to bring home a point of importance or a 
lesson to be learned, urging greater care and thoroughness in 
the c-xamination of patients whose presenting symptom is dis- 
turbance in the function of the large bowel. 


Case I. Mr. J. I. (Case No, A-6068), forty-nine, entered 
the Clinic March 17, 1921. His chief complaint was of 
hemorrhoids, which had been present off and on for thirty 
years Past and family histories were unimportant 
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Clinical History — He has had penodic constipation for years, 
with considerable gas and pam in both groins during a spell 
Plies have been present for thirty years Bleeding has occurred 



only during the past three years and of any considerable amount 
onl) on one or two occasions Constipation has been much 
more severe of late and laxatives cause considerable discomfort 
Six weeks ago upon presoitation of this historj to a surgeon, a 



CARCINOMA OF TIIE COLON I371 

diagnosis of hemorrhoids was made and operation advised with- 
out further examination. At operation, the results of procto- 
scopic examination were reported as negative and several large 
internal hemorrhoids were removed. After a convalescence, 
stormy for the amount of surgery done, the patient left the hos- 
pital and remained fairly well for three weeks. Ten days before 
entrance to the clinic constipation became severe, and at the 
time of examination an enema was injected only wdth di/Ticulty. 

Exaviimlion . — Height 5 feet, 9 inches. Present w’cight 145 
pounds, average 165 pounds. Nose and throat, mouth, thyroid, 
heart, and lungs are all negative. Blood-pressure is systolic, 128, 
diastolic, 80, pulse, 80. The abdomen is negative, except for 
some tenderness across the pelvis and moderate distention. 
Scars of bilateral, inguinal herniotomy are present. Digital ex- 
amination of the rectum reveals a mass the size of a lemon, high 
up in the region of the sigmoid. The Wassermann blood-test is 
negative. A complete blood count is normal. The urinalysis 
shows no albumin or sugar, and an occasional pus-cell. The 
proctoscopic examination shows an annular obstruction in the 
middle region of the sigmoid {le.\ure without apparent ulceration. 
Roentgenoscopic study of the colon shows complete obstruction 
to the inflow of fluid about the middle point of the sigmoid 
loop (Fig. 646). 

Diagnosis and Operation . — ^Diagnosis of carcinoma of the sig- 
moid was made, and confirmed the following day by operation. 
Resection was done. The pathologist reported the microscopic 
sections of the specimen to be carcinoma. 

Postoperative Course . — ^Permission to tell the patient the na- 
ture of the condition was refuse<l by his wife. Deep x-ray 
therapy was advised. In spite of great urging on our part, only 
a portion of the first series was taken. Recurrence took place 
in about one year, and death occurred December 29, 1923, 
about two and a half years after the resection was done. 

Comment . — This case-history impresses upon us the great im- 
portance of investigating thoroughly the cause of hemorrhoids. 
Particularly is this true if constipation is present, and more par- 
ticularly if the constipation has recently increased in severity. 
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Digital examination, proctosigmoidoscopj , and ar ra> study are 
al\^a>s a safe routine to follow 

Case II — Mrs K H (Case No A 8663) aged fiftj fi\ e, en 
tered the clinic June 16, 1921 Chief complaint is stiffness of 
the neck Past and family histones arc unimportant 

Cluneal History — Although subject to migraine all her life 
she has aluajs been fairly health> Four months ago stiffness 
and snapping m the left side of the neck began This gradually 
became worse with some mter\ab of improvement until the 
present time Appetite is good Endurance is poor There has 
been a loss of weight of ten pounds m six months Careful ques 
tioning even after the diagnosis was evident did not elicit anj 
complaint of constipation, abdominal distress, or indigestion 
Possiblv this IS explained somewhat b> the fact that the patient 
was a Chri'stian Scientist 

Examination — Height 5 feet, 4 inches, weight, 110 pounds 
at present, average weight 125 pounds There is moderate 
pallor and evidence of moderate loss of weight Teeth are fairlj 
good ilarked crepitus of the cervical spine is evident upon 
mov ement of the head The heart and lungs are negativ e Blood 
pressure is systolic 160 diastolic, 90, pulse, 112 A movable 
mass larger than a fist is palpable m the nght iliac fossa of the 
abdomen It is not tender and apparently not connected with 
the pelvis Pelvic exammation is negative Digital examina 
tion of the rectum is negative The blood count shows hemo 
globin 85 per cent red blood cells, 4,3^,000 white blood count 
6600 Urinaljsis shows a small amount of albumin, and an oc- 
casional pus cell Blood Wassetmann reaction is negative 
Roentgen examination of the colon using the banum enema 
show s a carcinoma located at about the middle of the transv erse 
colon (Fig 648) Roentgenograms of the chest and cervical 
spine are both negative 

Diagnosis and Operation — ^A diagnosis of carcinoma of the 
transverse colon was made and confirmed at operation Resec- 
tion w as done The pathologist reported the microscopic section 
of the specimen to be caranoma 
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Poslopcralne Course — Xo postopc^atl^e Roentgen therapv 
^\as given At present, four vears after operation the patient 
Is. reported b\ her daughter to be well and free from bowel 
symptoms 



Commeii ! — This case historv desenbes an excellent example 
of silent caremoma of the colon and emphasizes the importance 
of thoroughness m examination regardless of the complaint and 
clinical historv 

Case m- — C R C (Case Xo A 88S7) male aged sixtv 
'even, entered the clinic Jul> 21, 1921 Chief complam tuas 
stomach trouble Past and family historv were unimportant 
Clinical History — Except for considerable gas in the bowels 
about six months ago, which was less after he stopped dnnking 
buttermilk, the patient was well until eight weeks ago About 
June 1, 1921, eight weeks before admission he noticed abdommal 
cramps and constipation The appetite has continued good, but 
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for three Aveeks he has felt nauseated after eating He has not 
\omited, howe\er, until three da>s ago, unless he forced himself 
to do so There IS no blood in the \omitus It is bitter and bile 
colored He has lost 15 poundsm weight in eight neeks Weak 
ness is marked He has used enemata to empty the bowel 
Until three days ago this method seemed to him to be quite 
effective For the past three days he has not been able to keep 
anything on the stomach and no bowel contents are obtained 
following the enema No other complaints 



Fig 649 — Case No A 8857 Carcinoma of descend ng colon 

Examinalion — Height S feet 10 inches Weight 110 pounds 
•\\erage weight 145 pounds The teeth show marked pyorrhea 
The mouth is dry There is eMdent loss of weight and body 
fluids The heart and lui^ are n^ati\e Blood jaressure is 
systolic 105, diastolic 65, pulse, 66 The abdomen is moderately 
distended and tense No masses are palpable Digital examma 
tion of the rectum is negatne A few hemorrhoids are present 
A complete blood count is normal (Later blood counts showed 
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considerable anemia existing, not evident at tirst becau'^j ot the 
dehjdratcd condition of the patient) UnnaK^is is negame 
Blood ^^as'K:^nann reaction is negatne Roentgenologic exam 
ination of the colon bj means of the banum enema «ho\\b a 
caremoma at the junction of the descendmg colon and the sig 
mold Procto*-igraoido«cop> vias not done because of the con 
dition of the piatient In anew of the Roentgen findings it was 
not con'sidered neceS'-ara 

Diagnosis and Opcralion — A diagno^i** of caremoma of the 
«igmoid as made, and confirmed at operation Colostomj was 
done and follow ed later b\ rejection The pathologist reported 
the microscopic sections of the ‘specimen to be carcinoma 

Poslopcratre Course — One course of deep x rai therapi was 
giien This patient was reported aliic three and one half jears 
after operation but later remoied to South America and we 
hale not heard of him since A banum enema one lear after 
operation gaie no endcnce of recurrence 

Comment — ^This case-histon is cited to cxemplif) the neg 
lect that ma> be giien b> a pauent to carcinoma m the large 
bowel Intestinal obstruction ma\ bring the patient to the 
phjsician for the first time Blood transfusion, together with 
preoperatii e and postoperatiie infusion of salme and prcliminarj 
colostomj, were all nece^sarj to successful resection of the 
tumor m this case Earlj diagnosis greatly lessens the operatiie 
nsk 

The roentgenologic aspects of carcinoma in the large bowel 
will be presented bj Dr Dwyer, and the surgical phases of the 
condition will be discussed bj Dr Mason 

ROEPrrGENOLOGIC ASPECTS 

The roentgenologic examination of the colon is indispensable 
in the diagnosis of carcinoma situated aboxe the lower portion 
of the sigmoid Careful sigmoidoscopic observation of the rec 
turn and lower sigmoid wall detect more unobstructive growths 
than wall the Roentgen examination If a malignancy in the 
low er colon cannot be seen through a sigmoidoscope, the condi 
tion cannot be disclosed bv the roentgenologist for in cancer of 
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the large bowel like cancer in other portions of the alimentarj 
canal a persistent filling defect must be present in order to diag 
nose an organic lesion 

The banum enema is the most satisfactory method of diag 
nosts when a new growth situated abo\e the low’er sigmoid is 
suspected The patient ts instructed to omit eating or to eat 
a\er> light meal the evening before the examination and before 
retiring to take 1 or 2 ounces of castor oil or I ounce of fluid 
extract of aromatic cascara The next morning he should empty 
the colon bj means of a soapsuds enema We believe this pre 
liminaiy preparation is important as it is possible for a fecal 
impaction to cause a filling defect simulating a neoplasm A light 
breakfast on the mommg of exammation may be taken if de 
sired We have discontinued our previous practice of making 
the Roentgen examination immediately follownng sigmoidoscop> 
because on several occasions the barium enema has been unsat 
isfactor> owing to the amount of air introduced into the bowel 
during the sigmoidoscopic examination At least a few hours 
should elapse before the patient is referred for Roentgen studv 
riuoroscopic observation is made while the opaque medium is 
filling the bowel The same general roentgenologic principles of 
careful inspection and palpation are practiced m the examination 
of the colon as are cmplo>ed in Roentgen study of the stomach 
Failure to turn the patient m various positions in order to un 
fold a loop of bow el ma> cause the examiner to overlook a growth 
If m doubt always re examine It is far better for all concerned 
to examme a patient several tunes than to overlook a mahg 
nancy or to diagnose one that does not exist 

After the fluoroscopic examination is completed one or more 
roentgenograms are made on 14 x 17 films The patient is 
placed in that position previously determined during fluoroscopic 
study which will best show the filling defect 

The Roentgen sign of cancer of the colon is the filling defect 
This IS a persistent localized irregulanty of contour produced by 
the projection of the growth into the lumen of the bowel or by 
contraction of the infiltrated bowel wall Howev er not all such 
deformities signifv cancer Tuberculosis fecal concretions 
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actinom} cosis, appendiceal absce», di\erticulitis when the di- 
\erticula are not \*isualized. extrinsic tumors, and pressure 
from the spine may all give ri'-c to filling defect suggesting 



cancer O: tiicsc condirions. the A-isualization of dnerticula 
in drverticuliUs enables the roentgero’ogjjt to make the 
onh* dinerestial diagnosis that can be made Ifv roentceno^oede 
evidence alone FTHinn defects vith or wdlhout a palpable ttrror 
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or obstruction involving the cecum and ascending colon espe 
cially in people under forty years of age should not be taken 
too hastily to indicate carcinoma conclusively as tuberculosis is 
IS a relatively frequent lesion in this part of the colon Tubercu 
losis of the colon that has progressed to the stage exhibiting a 
definite filling defect is usually assoaated with tuberculosis else 
nhere and a roentgenogram of the chest will generally differen 
tiate tuberculosis from caranoma (Figs 650 651) The final 
diaipiosis must be based on the correlation of all known clinical 
and roentgenologic evidence \ roentgenologist must never be 
swayed by clinical suggestions This hoUb true when examining 
the colon as well as the stomach He must adhere to a definite 
routine take all the time that is necessary to make a satisfactory 
examination and report his findings exactly as found Ivmety 
per cent of cancer of the colon should b* diagnosed by the 
roentgenologist Non obstructing cancers situated at the flex 
ures especially if the patient is not rotated in various positions 
m order to unfold the loops may be easily o\ erlooked 

Deformity of contour of the bowel due to c’ctrmsic tumor can 
practically always be differentiated from a lesion of the bowel 
Interpreting a filling defect due to spinal pressure as an intrinsic 
lesion is not a legitimate roentgenologic error Spasm may oc 
cur in the colon as well as in the stomach and unless the exam 
mer is continually on his guard an organic lesion may be diag 
nosed that does not exist 

^^hen studying a roentgenogram showing a cancer of the 
stomach it must be remanbered that the growth is always con 
siderably more extensive than the actual filling defect This is 
of considerable aid m determining the operability of a gu en 
case Although this same fact holds true for cancer of the colon 
It does not have such an important bearing because extensive 
cancers situated anywhere in the colon are not necessarily m 
operable asW T Mayo has stated Metastasis is often limited 
or absent and attachment to a neighboring viscus if conditions 
are otherwise favorable does not necessarily forbid operation 
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SURGICAL ASPECTS 

The uUinnte results m patients undergo Dperalion ior 
carcinoma ol the colon haa c been a era sapsfactor. , as compared 
vatb operation for cancer in other regions \ high degree of 
accuricN m diagnosis of carcinomatous lesions of the colon pre- 
\aQus to operation is made possible b3 careful examination b\ 
the internist plus the x raj fmdmgs 

In doing colon surgerj ne should choo<se the one of sc^e^al 
Upes of operation which is best adapted to the rctnox al of the 
tumor in that portion of the colon to be operated upon Tunc 
lionallj and anatomicallj the xanous portions of the colon differ 
markedlj from each other The cecum and ascending colon arc 
more easilj mobilized than the descending colon The contents 
of the ascending colon being liquid arc less ^eptic than those 
of anj other pact of the colon The Ij-mphitic supplv is not 
neailj so free while the blood supplj is so constant that th'' 
ascendmg colon offers from the standpoint of infection and 
recurrence an cs-peaallj sattsfactoij outlook 

In malignancies of this part of the bone) the ideal operation 
15 resection in one stage with an end to*end anastomosis or an 
deocolostomj In the end to end or end to side anastomosis uc 
feel that the Parker Kerr method is the best and in each of our 
anastomoses we ha^e foltoned this technic 

The anatomical arrangement of the lran5%erse colon which 
IS fteelj moNable except at its extreme ends makes H the most 
satisfactorj part of the large gut for resection although we all 
appreciate that the chances of postoperatne difficuJtj are prob 
ablj greater than m an> other part of the large intestine Pirst 
remo\ al of the attachment of the great omentum, which protects 
the rest of the pentoneal raviij from infection produces an ad 
ditional hazard The blood supplj is not alwaj s satisfactorj or 
constant while the Ijinphatic drainage is free 

In malignancies in this part of the bowel we are mclmed to 
behere that a two stage operation is practicallj alwajs adiis 
able Hov.e^e^ m one of our cases in whidi the patient was in 
excellent condition we re-^ected the growth and did an end to 
end anastomosis m one stage An ileostomj was performed in 
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this case after the resection was completed A small opening 
was made m the ileum with the point of a knife approximately 
4 inches from the ileocecal xalxe A small rubber tube about 
the size of a No 10 French catheter was inserted into the open 
ing and passed through the ileocecal xaKe to the hrge gut 
The ileum was closed over after the manner of Witzel s operation 
on the stomach We felt that in this particular case the life 
was saxed by this procedure as there was passage of a con 
siderable amount of gas through the tube for about ten dajs 
The descending colon has practically no mesenterv through 
out Its entire course with the exception of the sigmoid flexure 
The blood vessels do not have overlapping branches m this part 
of the large gut The lymphatic drainage is much more free 
here than in the ascending colon Due to this anatomical ar 
rangement of blood vessels re establishment of the continuity of 
the bowel lumen at a single operation isoften dangerou» and in 
each one of our cases involving the descending colon above the 
sigmoid we have resorted to the two stage operation In the 
s gmoid anastomosis cm be made over a rubber tube passed 
upward through the rectum after the manner of Balfour 
The lowered resistance of the patients is the result of de 
hydration anemia and intoxication These conditions p]a> an 
important part in the mortality unless handled carefullj before 
operation The dehydration should be taken care of b> hipo 
dermoclysis glucose and if ncce»sarj insulin with the glucose 
In two of our operations we have resorted to blood transfusion 
making operation relatively safe m a condition that had pre- 
viously seemed to have a very hazardous outlook Intoxication 
of course is usually markedly improveil when the dehj dration 
md anemia hav e been taken care of How ever frequent lav age 
of the stomach reliev es this to a great degree 

Probably the mortality in these cases is more influenced by 
the degree of obstrwctww lhaa by awy other factor 
states that if the obstruction can be localized to the colon but 
Its site remains undetermined exclud ng hernia and mtussus 

Rank n J M The Cho cc of Opent on in Cancer of the Colon not 
Includ ng the Rectum Amer Med Jour Vo -vol 85 Jul> 12 l^V 
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ception, there is a six to one chance of its being situated on the 
left side. It would seem from this that in a man past middle 
age who has nau'^ea, vomiting and colicky, abdominal pains, %Ye 
should be ver>’ suspicious of a malignancy of the large gut. 
Miller‘ reports 40 per cent, acute obstruction in a series of cases 
of cancer of the lower bowel. We have only seen an acute ob- 
struction in one case, although Burgess,- in another series of 
malignancies of the colon, reports that 35.6 per cent, of his 
cases had acute intestinal obstruction. 

The cause of the severe anemia which we often see in these 
cases, whether with or without an obstruction, has not definitely 
been determined. If the growth occurs at a point where the 
lumen is large and there is no obstruction, we are of the opinion 
that the anemia is due to direct absorption from the carcino- 
matous mass, while in other parts of the large bowel where the 
lumen is smaller and obstruction is more common, it is probably 
due to the absorption of toxins. 

Glandular involvement decreases in fref^uency from the lower 
colon upward as follows: Sigmoid first, then descending colon, 
transverse colon, hepatic flexure, and. last, the ascending colon 
and cecum. In 100 cases reported by Hays, in which the fre- 
quency of glandular involvement was found in this order, the 
tumor in each case was adenocarcinoma. 

‘ Miller, R T Cancer of the Colon, Ann Surgcr\ . 711-209 August, 1923. 

* Burgess. A. H • The Involvement of the Lyinph-glancis in Carcinoma 
of the Large Intestine, Minnesota Med. Jour , 4, 65.3, X'o\-cniber, 1931 





